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                       WEDNESDAY, APRIL 16, 2008

                                       U.S. Senate,
           Subcommittee of the Committee on Appropriations,
                                                    Washington, DC.
    The subcommittee met at 9:41 a.m., in room SD-192, Dirksen 
Senate Office Building, Hon. Daniel K. Inouye (chairman) 
presiding.
    Present: Senators Inouye, Feinstein, Mikulski, Murray, and 
Stevens.

                         DEPARTMENT OF DEFENSE

                        Medical Health Programs

STATEMENT OF LIEUTENANT GENERAL ERIC B. SCHOOMAKER, 
            SURGEON GENERAL, UNITED STATES ARMY AND 
            COMMANDER, UNITED STATES ARMY MEDICAL 
            COMMAND

             OPENING STATEMENT OF SENATOR DANIEL K. INOUYE

    Senator Inouye. I'd like to welcome all of the witnesses as 
we review the DOD medical services and programs. There will be 
two panels. First we'll hear from the Service Surgeon General, 
General Eric Schoomaker, Admiral Adam Robinson, Jr., and 
Lieutenant General James G. Roudebush.
    Then we'll hear from our Chiefs of the Nurse Corps, General 
Gale Pollock, Admiral Christine Bruzek-Kohler, and Major 
General Melissa Rank.
    While many of our witnesses are now experts at these 
hearings, I'd like to welcome the General, and Admiral Robinson 
to our subcommittee for the first time. I look forward to 
working with all of you to ensure the future of our military 
medical programs and personnel.
    Over the past few years, decisions by leaders of the 
Department forced the military healthcare system to take 
actions which are of grave concern to many of us in this 
subcommittee.
    For example, in 2006, DOD instituted the efficiency wedge, 
cutting essential funding from our military treatment 
facilities. These funding decreases were taken from the budget 
before the service could even identify potential savings, 
raising numerous concerns over the proper way to budget for our 
military health system, especially during a war.
    To help alleviate this shortfall, Congress provided relief 
to the services in fiscal year 2007 and 2008, and directed that 
the Department of Defense reverse this trend in future years. 
And we are encouraged to hear that the Department of Defense is 
making a concerted effort to restore these funding shortfalls 
in the next fiscal year.
    A military to civilian conversion was another alarming 
directive established by DOD. As we saw in the so-called 
``efficiency wedge,'' adjustments were forced upon the services 
without the necessary research into short-term and long-term 
feasibility and affordability. Since DOD had no plans to 
reverse this course, Congress directed it to halt 
implementation.
    I'm aware of the difficulties this presents to the service 
medical accounts, and the service military personnel accounts, 
and so I look forward to working with all of you to address 
these issues during our deliberations on the fiscal year 2009 
DOD appropriations bill.
    For the third year in a row, the Department is requesting 
the authority to increase fees for retired military in order to 
decrease the exponential growth in military healthcare costs. 
While I recognize the Department's dilemma, the approach must 
not cause undue financial burden on our military retirees.
    To compound the problem, DOD's fiscal year 2009 budget 
request assumes that $1.2 billion requests--comes out in 
savings associated with this authority, which will likely be 
rejected, once again, by this Congress.
    These are some of the challenges, I think, we will face in 
the coming year. We continue to hold this valuable hearing with 
service Surgeons General and the Chiefs of the Nurse Corps as 
an opportunity to raise and address these and many other 
issues.
    And so I look forward to your statements and note that your 
full statements, all of them, will be made part of the record, 
and it is now my pleasure to call upon the senior member of 
this subcommittee, my vice chairman, Senator Stevens.

                    STATEMENT OF SENATOR TED STEVENS

    Senator Stevens. Thank you very much, Mr. Chairman, again, 
my apologies for being late.
    I welcome General Schoomaker and Admiral Robinson, and of 
course, I'm happy to see General Roudebush here again. I would 
ask that my statement along with a statement from Senator 
Cochran be placed in the record, in view of the fact that I've 
already delayed this hearing.
    Senator Inouye. Without objection, so ordered.
    [The statements follow:]
               Prepared Statement of Senator Ted Stevens
    Thank you, Mr. Chairman.
    I also want to welcome the Surgeons General and the Chiefs of the 
Nurse Corps today, who are here to testify on the current state of the 
military medical health system and the medical readiness of our armed 
forces.
    General Schoomaker and Admiral Robinson, I welcome both of you in 
your first appearance before this subcommittee. We look forward to 
working with you in the future on the tough medical issues that face 
our military and their families.
    General Roudebush, it is nice to see you here again.
    This past year has shown great progress in addressing the health 
needs of our soldiers, sailors, marines and airmen, whether it be 
mental and psychological counseling after deployments, or more enhanced 
prosthetics that gets our servicemembers back into the fight. I 
experienced a prime example of how joint our medical health care system 
can be, when the Air Force stepped up at Elmendorf Hospital and 
provided quality care for the returning Army brigade at Fort Richardson 
this past November. To my knowledge, it is the only Air Force hospital 
taking care of an Army brigade.
    It is amazing how the medical corps of each service are always 
willing to step up and deliver the highest quality of care to those who 
are constantly putting their lives on the line, no matter what uniform 
they wear.
    There will be many more challenges that will face the future of 
military healthcare, and I look forward to working with all of you in 
the future to ensure that we continue to make progress. Thank you for 
your testimony.
                                ------                                

               Prepared Statement of Senator Thad Cochran
    Mr. Chairman, I am pleased to join the members of the committee in 
welcoming our witnesses this morning.
    I think it is important to note that while each of the service 
secretaries and chiefs testified before this committee on separate 
occasions over the last few weeks, the medical leadership of all the 
services join us today as a group, representing the truly joint effort 
that they have undertaken to care for our military members, veterans, 
family members. The efforts of the men and women you represent, from 
the battlefield, to the hospitals and clinics, have been nothing short 
of heroic.
    I look forward to discussing medical care for our forces and to 
hearing how this year's request ensures the necessary resources are 
provided so our servicemembers and their families receive the best care 
possible.

    Senator Inouye. And now may I call upon one who is looked 
upon by the medical Services as the angel, Senator Mikulski.
    Senator Stevens. Angel?

                STATEMENT OF SENATOR BARBARA A. MIKULSKI

    Senator Mikulski. I don't know--even Senator Stevens was 
taken aback.
    Thank you very much, Mr. Chairman. I just want to welcome 
both the Surgeons General, as well as the head of the military 
Nurse Corps here.
    I want our military to know that many of our colleagues are 
over on the White House lawn welcoming the Pope. They're in 
search of a miracle, and I'm here in search of one, too.
    But, we look forward to your testimony today, to talk about 
the momentum and achievements that we've made to move beyond 
the initial Walter Reed scandal, to look at the shortages of 
healthcare providers in the military, because the ops tempo is 
placing great stress on physicians, nurses and other allied 
healthcare, and also the clear relationship between the 
military and the Veterans Administration (VA)--essentially the 
implementation of the Dole-Shalala report, and how we're moving 
forward on that.
    The rest of my comments will be reserved for, actually, in 
my questions, and I'll just submit the rest of my statement 
into the record.
    Thank you very much, Mr. Chairman.
    Senator Inouye. I thank you.
    [The statement follows:]
           Prepared Statement of Senator Barbara A. Mikulski
    Our military health care system must be reformed to focus on 
people. It is not enough to have the right number of doctors, if there 
are not enough nurses and not enough case managers or other allied 
professionals to support both the wounded warrior and the military 
health care workers that care for the wounded warrior.
    Technology won't solve these problems. Meaningful health care 
reform must address the underlying organizational problem to ensure we 
have a system that serves. We must recruit and retain first-rate health 
care professionals. We must break down the stovepipes between the DOD 
military health system and the VA long-term care system to ensure our 
wounded warriors a fast and effective transition between systems.
    Over 30,000 troops have been wounded in Iraq and Afghanistan. Our 
troops shouldn't be wounded twice. We know that acute care for our 
injured troops has been astounding. We have historic rates of survival 
and we owe a debt of gratitude to our military medical professionals. 
While we have saved their lives, we are failing to give them their life 
back. I have visited Walter Reed and met with outpatients. I'm so proud 
of their service and sacrifice for our Nation, and so embarrassed by 
the treatment they have received.
    I'm grateful to the Dole-Shalala commission for their excellent 
report. Their report should be the baseline for reforming our military 
health system. To ensure our military health system serves our wounded 
warriors and their families, supports their recovery and return, and 
simplifies the delivery of care and disabilities.
    We need our Surgeons General and the heads of our Military Nurse 
Corps to fight hard to achieve this reform. To fight hard to break down 
stove pipes between DOD and the VA, to recruit and retain first-rate 
doctors, nurses, case managers, and other allied health professionals 
that support them, to ensure a fast and effective path from DOD to VA 
systems, and to think out of the box on solutions to address the 
nursing shortage.
    Our soldiers have earned the best care and benefits we can provide. 
They should not have to fight another war to get the care they need.

    Senator Inouye. And now our first witness, Lieutenant 
General Eric B. Schoomaker, Surgeon General of the United 
States Army.
    General.
    General Schoomaker. Thank you, sir. Chairman Inouye, 
Senator Stevens, Senator Mikulski, and other distinguished 
members of the subcommittee, thank you for providing me this 
opportunity to discuss Army medicine, and the Defense Health 
Program. I truly appreciate the opportunity to talk to you 
today about the important work that's being performed by the 
dedicated men and women, both military and civilian, of the 
United States Army Medical Department, who personify the AMEDD 
value of selfless service.
    Sir, as you mentioned in your opening comments, this is 
about taking care of people, this is about taking care of 
soldiers and their families and members of the uniformed 
services as a whole, and so let me start by talking about how 
we, in the AMEDD, are working to promote best practices in 
care, and addressing some of the concerns about rising costs.
    In the Army Medical Department, we promote clinical best 
practices by aligning our business practices with incentives 
for clinicians for our administrators and commanders. We simply 
don't fund commanders with what they received last year with an 
added factor for inflation which rarely, in past years, has 
covered the true medical inflation, anyway.
    We also don't pay, simply, for productivity, we are not 
just about building widgets of care--we focus on quality and 
best value for the efforts of our caregivers. At the end of the 
day, that's what our patients and that's what my own family 
really wants, they want to remain healthy, and they want to be 
better for their encounters with our healthcare system. And we 
address that through the emerging science of evidence-based 
medicine, and focusing on clinical outcomes. We want to be 
assured that we're just not building widgets of healthcare, 
that don't relate, ultimately, to improvement in the health and 
well-being of our people, and ultimately I think this is what 
they deserve.
    We've used a system in Army medicine of outcomes-based 
incentives for almost 4 years now. It was implemented across 
the entire medical command last year after the initial trial of 
several years in the Southeast Regional Medical Command where I 
was privileged to command. I believe very strongly in this 
approach, it promotes our focus on adding value to people's 
lives through our efforts in health promotion and healthcare 
delivery, and frankly what this has resulted in the Army, in 
the last 3 to 4 years, has been a measurable improvement in the 
health of our population, and the delivery of more healthcare 
services, every year, since 2003.
    As Army medicine and the military health system move 
forward, I have three principal areas of concern that will 
require attention over the course of the next year, and 
probably the next decade.
    These concerns relate to, first of all, our people. I think 
as you've so aptly pointed out, sir, the people are the 
centerpiece of the Army, and they're the centerpiece of Army 
medicine.
    Second, we're focused upon--I'm focused upon the care that 
we deliver, and our distributed system of clinics and 
hospitals, what we call ``the direct care system,'' the 
uniformed healthcare system.
    And finally, I'm concerned about our aging facility 
infrastructure.
    Let me begin with our people--the professionalism, the 
commitment and the selfless service of the men and women in 
Army medicine really, deeply impresses me, whether they're on 
the active side in the Reserve component, or civilians. And 
frankly, throughout this 5 or 6 years of conflict, without the 
Reserve components, we could not have survived. I've been in 
hospitals, and in commands in which as many as one-half or two-
thirds of our hospitals have been staffed by Reserve component, 
mobilized nurses and physicians, administrators who are back-
filling their deployed counterparts.
    Nothing is more important to our success than a dedicated--
our dedicated workforce. I've charted our Deputy Surgeons 
General, Major General Gale Pollock, whom you'll hear from in a 
few minutes. Also, dual-hatted as our Chief of the Army Nurse 
Corps, and our new Deputy Surgeon General I brought with me 
today, David Rubenstein, Major General David Rubenstein, to 
develop a comprehensive human capital strategy for the Army 
Medical Department that's going to carry us through the next 
decade, and make us truly the employer of choice for healthcare 
professionals.
    An effective human capital strategy is going to be a 
primary focus of mine for the duration of my command. 
Recruiting and retaining quality professionals cannot be solved 
by a one-size-fits-all mentality. Rather, we need to address 
our workforce with as much flexibility and innovation, and 
tailored solutions as possible, specific to corps, specific to 
individuals, specific to career development.
    Your expansion of our direct hire authority for healthcare 
professionals in last year's appropriations bill was a clear 
indicator to me of your willingness to support innovative 
solutions in solving our workforce challenges. And as our human 
capital strategy matures, I will stay closely connected to you 
and your staff to identify and clarify any emerging needs or 
requirements.
    Second, I'd like to emphasize the importance of the direct 
care system, in our ability to maintain an all-volunteer force. 
One of the major lessons that has been reinforced throughout 
the global war on terror (GWOT) over the last several years, is 
that the direct care system is the foundation for caring for 
wounded, ill, and injured soldiers, sailors, airmen, marine, 
Coast Guardsman.
    All of our successes on the battlefield, through the 
evacuation system, and in our military medical facilities, 
derives from this direct care system that we have. This is 
where we educate, where we train, where we develop the critical 
skills that we use to protect the warfighter and save lives. 
Frankly, the success of combatants on the battlefield to 
survive wounds is a direct relationship--direct reflection--of 
what skills are being taught and maintained in our direct care 
system, every day.
    As a foundation of military medicine, the direct care 
system needs to be fully funded, and fully prepared to react 
and respond to national needs, particularly in this era of 
persistent conflict. The Senate--and this subcommittee in 
particular--has been very supportive of our direct care system, 
and I thank you for recognizing the importance of our mission, 
and providing the funding that we need.
    Last year, in addition to funding the direct care system in 
the base budget, you provided additional supplemental funding 
for operations and maintenance, for procurement, for research 
and development and I thank you for providing these additional 
funds. Please continue this strong support of Army facilities 
and our system of care, and for the entire joint medical direct 
care system.
    My last concern is that we maintain a medical facility 
infrastructure that provides consistent, world-class healing 
environments. We need environments that improve clinical 
outcomes, patient and staff safety, that recruit and retain 
staff, and I think those of you who are familiar with some of 
our newer facilities know that instantly, it sends the message 
to staff and patients alike, that we as a nation, are invested 
in their care and in their development.
    The quality of our facilities, whether it's medical 
treatment, research and development, or support functions, is a 
tangible demonstration of our commitment to our most valuable 
assets--our military family, and our military health systems 
staff.
    In closing, I want to assure the Senate that the Army 
Medical Department's highest priority is caring for our wounded 
ill and injured warriors and their families--I'm proud of 
Army--of the Army Medical Department's efforts for the past 232 
years, and especially over the last 12 months. I'm convinced 
that, in coordination with the Department of Defense, the 
Department of Veterans Affairs, we've turned the corner on 
events over the last year.
    I greatly value the support of this subcommittee, and I 
look forward to working with you closely over the next year. 
Thank you for holding this hearing today, and thank you for 
your continued support of the Army Medical Department and 
warriors that we are most honored to serve.
    Thank you, sir.
    Senator Inouye. I thank you very much, General.
    [The statement follows:]
      Prepared Statement of Lieutenant General Eric B. Schoomaker
    Chairman Inouye, Senator Stevens, and distinguished members of the 
subcommittee, thank you for providing me this opportunity to discuss 
Army medicine and the Defense Health Program. I have testified before 
congressional committees three times this year about the Army Medical 
Action Plan and the Army's care and support for our wounded, ill, and 
injured warriors. It is the most important thing we do and we are 
committed to getting it right and providing a level of care and support 
to our warriors and families that is equal to the quality of their 
service. However, it is not the only thing we do in Army medicine. In 
fact, the care we provide for our wounded, ill, and injured warriors 
currently amounts to about 9 percent of the outpatient health care 
managed by Army medicine. I appreciate this opportunity to talk with 
you today about some of the other very important work being performed 
by the dedicated men and women--military and civilian--of the U.S. Army 
Medical Department (AMEDD) who personify the AMEDD value ``selfless 
service.''
    As The Surgeon General and Commander of the U.S. Army Medical 
Command (MEDCOM), I oversee a $9.7 billion international healthcare 
organization staffed by 58,000 dedicated soldiers, civilians, and 
contractors. We are experts in medical research and development, 
medical logistics, training and doctrine, health promotion and 
preventive medicine, dental care, and veterinary care in addition to 
delivering an industry-leading health care benefit to 3.5 million 
beneficiaries around the world.
    The MEDCOM has three enduring missions codified on our new Balanced 
Scorecard:
  --Promote, sustain, and enhance soldier health;
  --Train, develop, and equip a medical force that supports full 
        spectrum operations; and
  --Deliver leading-edge health services to our warriors and military 
        family to optimize outcomes.
    In January of this year I traveled to Iraq with a congressional 
delegation to see first-hand the incredible performance of Army 
soldiers and medics. I was reminded again of the parallels between how 
the joint force fights and how the joint medical force protects health 
and delivers healing. I have had many opportunities over the last year 
to meet wounded, ill and injured soldiers, sailors, airmen and marines 
returning from deployments across the globe. On one occasion, I spoke 
at length with a young Air Force Non-Commissioned Officer--an Air Force 
Tactical Air Controller in support of ground operations in Afghanistan 
who had been injured in an IED explosion. His use of Effects Based 
Operations to deliver precision lethal force on the battlefield and in 
the battle space was parallels the use of precision diagnostics and 
therapeutics by the joint medical force to protect health and to 
deliver healing. We strive to provide the right care by the right 
medic--preventive medicine technician, dentist, veterinarian, community 
health nurse, combat medic, physician, operating room or critical care 
nurse, etc.--at the right place and right time across the continuum of 
care.
    Effects Based Operations are conducted by joint forces in the 
following manner:
  --Through the fusion of intelligence, surveillance, and 
        reconnaissance;
  --Through the coordinated efforts of Civil Military, Psychological, 
        and Special Operations capabilities to include the combined 
        efforts of Coalition & host-nation forces;
  --Through precision fires from appropriate weapon systems with 
        coordinated mortar, artillery, and aerial fires in an effort to 
        reduce collateral damage to non-combatants and the surrounding 
        environment;
  --By going beyond the military dimension--it also involves nation 
        building through humanitarian assistance operations which are 
        worked in close coordination with Non-Governmental 
        Organizations (NGOs) and Other Government Agencies (OGAs). I 
        should note here that Army, Navy and Air Force medicine play an 
        increasing role in this aspect of the U.S. military's Effects 
        Based Operations through our contributions to humanitarian 
        assistance and nation-building.
    The Army Medical Department and the joint military force do the 
exact same thing as the warfighters but for a different effect--our 
effect is focused on the human being and the individual's health. The 
parallel to our warfighting colleagues is apparent and the consequences 
of success in this venture are equally important and critical for the 
Nation's defense.
    The Joint Theater Trauma System (JTTS) coordinated by the Institute 
for Surgical Research of the U.S. Army Medical Research and Materiel 
Command (USAMRMC) at Fort Sam Houston, Texas, provides a systematic 
approach to coordinate trauma care to minimize morbidity and mortality 
for theater injuries. JTTS integrates processes to record trauma data 
at all levels of care, which are then analyzed to improve processes, 
conduct research and development related to trauma care, and to track 
and analyze data to determine the long-term effects of the treatment 
that we provide.
    The Trauma Medical Director and Trauma Nurse Coordinators from each 
service are intimately involved in this process and I can't stress 
enough how critical it is that we have an accurate and comprehensive 
Electronic Health Record accessible at every point of care--this is our 
fusion of intelligence from the battlefield all the way to home 
station.
    We also help shape the outcomes before the soldiers ever deploy 
through our Health Promotion and Preventive Medicine efforts. We 
continue to improve on our outcomes by leveraging science and lessons 
learned through Research & Development and then turning that 
information into actionable items such as the Rapid Fielding Initiative 
for protective and medical equipment, improved combat casualty care 
training, and comprehensive and far-reaching soldier and leader 
training.
    We make use of all of our capabilities, much as the warfighter 
does. We use the Joint Medical Force--our Combat Support Hospitals & 
Expeditionary Medical Support, our Critical Care Air Transport teams, 
Landstuhl Regional Medical Center, and a timely, safe medical 
evacuation process to get them to each point of care. We fully 
integrate trauma care and rehabilitation with far forward surgical 
capability, the use of the JTTS, establishing specialty trauma 
facilities and rehabilitation centers of excellence, and treating our 
patients with a holistic approach that we refer to as the Comprehensive 
Care Plan.
    It is important to understand that the fusion of information about 
the mechanisms of injury, the successes or vulnerabilities of 
protective efforts, the results of the wounds and clinical outcome can 
be integrated with operational and intelligence data to build better 
protection systems for our warriors--from vehicle platform 
modifications to better personal protective equipment such as body 
armor. We call this program Joint Trauma Analysis and Prevention of 
Injury in Combat (JTAPIC) and it is comprised of multiple elements of 
data flow and analysis. The JTAPIC Program is a partnership among the 
intelligence, operational, materiel, and medical communities with a 
common goal to collect, integrate, and analyze injury and operational 
data in order to improve our understanding of our vulnerabilities to 
threats and to enable the development of improved tactics, techniques, 
and procedures and materiel solutions that will prevent or mitigate 
blast-related injuries. One way this is accomplished is through an 
established, near-real time process for collecting and analyzing blast-
related combat incident data across the many diverse communities and 
providing feedback to the Combatant Commanders. Another example of 
JTAPIC's success is the process established in conjunction with Project 
Manager Soldier Equipment for collecting and analyzing damaged personal 
protective equipment (PPE), such as body armor and combat helmets. 
JTAPIC partners, to include the JTTS, the Armed Forces Medical 
Examiner, the Naval Health Research Center, and the National Ground 
Intelligence Center, conduct a thorough analysis of all injuries and 
evaluate the operational situation associated with the individual 
damaged PPE. This analysis is then provided to the PPE developers who 
conduct a complete analysis of the PPE. This coordination and analysis 
has led to enhancements to the Enhanced Small Arms Protective Inserts, 
Enhanced Side Ballistic Inserts and the Improved Outer Tactical Vests 
to better protect our soldiers.
    These efforts have resulted in unprecedented survival rates from 
increasingly severe injuries sustained in battle. Despite the rising 
Injury Severity Scores, which exceed any experienced by our civilian 
trauma colleagues in U.S. trauma centers, the percentage of soldiers 
that survive traumatic injuries in battle has continued to increase. 
Again, this is due to the fusion of knowledge across the spectrum of 
care that results in better equipment, especially personal protective 
equipment like body armor; better battlefield tactics, techniques, and 
procedures; changes in doctrine that reflect these new practices; and 
enhanced training for not only our combat medics but the first 
responder--typically non-medical personnel who are at the scene of the 
injury.
    One of our most recent examples involves the collection of data on 
wounding--survivable and lethal. Careful analysis of the information 
yielded recommendations for improvements to personal protective 
equipment for soldiers. This is a combined effort of the JTTS and their 
partners coordinated by the Institute of Surgical Research. Another 
combined effort being managed by USAMRMC is the DOD Blast Injury 
Research Program directed by Congress in the 2006 National Defense 
Authorization Act. The Program takes full advantage of the body of 
knowledge and expertise that resides both within and outside of the DOD 
to coordinate medical research that will lead to improvements in the 
prevention, mitigation or treatment of blast related injuries. The term 
``blast injury'' includes the entire spectrum of injuries that can 
result from exposure to an explosive device. Most of these injuries, 
such as penetrating and blunt impact injuries, are not unique to blast. 
Others, such as blast lung injury are unique to blast exposure.
    The chitosan field dressing, the Improved First Aid Kit, the Combat 
Application Tourniquet, and the Warrior Aid and Litter Kit are a 
sampling of some of the advances made in recent years through the 
combined work of providers, researchers, materiel developers, and 
others. These protective devices, treatment devices, and improvements 
in tactics, techniques and procedures for initial triage and treatment 
through tactical evacuation, damage control, resuscitation, and 
resuscitative surgery, strategic evacuation are all illustrative of the 
results of this application of ``Effects Based Operations'' to a 
medical environment. These advances directly benefit our soldiers 
engaged in ground combat operations.
    The concept of Effects Based Operations extends to our work in 
healthcare in our garrison treatment facilities as well. There are many 
substantial benefits from focusing on the clinical outcome of the many 
processes involved in delivering care and in harnessing the power of 
information using the Electronic Health Record. In the AMEDD, we 
promote these clinical best practices by aligning our business 
practices with incentives for our clinicians, administrators and 
commanders. We don't simply fund our commanders with what they received 
last year with an added factor for inflation. This would not cover the 
real escalation in costs and would lead to bankruptcy. We also don't 
just pay for productivity. Although this remains a key element in 
maximizing the resources of a hospital or clinic to care for the 
community and its patients, quality is never sacrificed. Like the Army 
and the joint warfighting force, we aren't just interested in throwing 
a lot of ordnance down-range. We--like the Army--want to know how many 
targets were struck and toward what positive effect. At the end of the 
day, that is what our patients and what my own family wants: they want 
to remain healthy and they want to be better for their encounters with 
us, which is best addressed through an Evidence Based Medicine 
approach. Ultimately, this is what they deserve.
    We have used a system of outcomes-based incentives for almost 4 
years now--it was implemented across the entire MEDCOM last year after 
an initial trial for several years in the Southeast Regional Medical 
Command. I believe strongly in this approach. It promotes our focus on 
adding value to peoples' lives through our efforts as a health 
promotion and healthcare delivery community. Last year alone we 
internally realigned $112 million to our high performing health care 
facilities. Our efforts have resulted in the Army being the only 
service to increase access to healthcare by delivering more services 
every year since 2003.
    A robust, sustainable healthcare benefit remains a critical issue 
for maintaining an all volunteer Army in an era of persistent conflict. 
Increased health care demand combined with the current rate of medical 
cost growth is increasing pressure on the defense budget and internal 
efficiencies are insufficient to stem the rising costs. Healthcare 
entitlements should be reviewed to ensure the future of our high 
quality medical system and to sustain it for years to come.
    I've talked a lot about joint medicine and our collaborative 
efforts on the battlefield, and I strongly believe it represents future 
success for our fixed facilities as well. In the National Capital 
Region (NCR), Walter Reed Army Medical Center will close and merge with 
the National Naval Medical Center to form the Walter Reed National 
Military Medical Center. The DOD stood up the Joint Task Force Capital 
Medicine to oversee the merging of these two facilities and the 
provision of synchronized medical care across the NCR. The process 
starts this fiscal year and is on track to end in mid-fiscal year 2011. 
Transition plans include construction and shifting of services with the 
goal of retaining current level of tertiary care throughout.
    San Antonio is the next location that will likely see a lot of 
joint movement with establishing the Defense Medical Education Training 
Center and combining the capabilities of the Air Force's Wilford Hall 
Medical Center and the Brooke Army Medical Center into a jointly-
staffed Army Medical Center. I see potential for great value in these 
consolidations as long as we work collaboratively and cooperatively in 
the best interests of all beneficiaries. We have proven that joint 
medicine can work on the battlefield, and at jointly-staffed Landstuhl 
Regional Medical Center. I have no doubt that Army medicine will 
continue to lead DOD medicine as we reinvent ourselves to define and 
pursue the distinction of being world-class through joint and 
collaborative ventures with our sister services.
    As Army medicine and the Military Health System (MHS) move forward 
together, I have three major concerns that will require the attention 
of the Surgeons General, the MHS leadership, and our line leadership. 
The continued assistance of the Congress will also be helpful. These 
concerns relate to the role of the direct care system, the aging 
infrastructure of our medical facilities, and the importance of 
recruiting and retaining quality health care professionals.
    One of the major lessons reinforced over the last year is that the 
direct care system is the foundation for caring for our wounded, ill, 
and injured service members. All of our successes on the battlefield, 
through the evacuation system, and in our military medical facilities 
spring forth from the direct care system. This is where we educate, 
train, and develop the critical skills that we use to protect the 
warfighter and save lives. As the foundation of military medicine, the 
direct care system needs to be fully funded and fully prepared to react 
and respond to national needs, particularly in this era of persistent 
conflict. As proud as we are of our TRICARE partners and our improved 
relationship with the Department of Veterans Affairs, we must recognize 
that the direct care system is integral to every aspect of our 
mission--promoting, sustaining, and enhancing soldier health; training, 
developing, and equipping a medical force that supports full spectrum 
operations; and delivering leading edge health services to optimize 
outcomes. Congress--and this Committee in particular--has been very 
supportive of the direct care system. Thank you for recognizing the 
importance of our mission and providing the funding that we need. Last 
year, in addition to funding the direct care system in the base budget, 
you provided additional supplemental funding for operations and 
maintenance, procurement, and research and development--thank you for 
providing these additional funds. We are ensuring this money is used as 
you intended to enhance the care we provide soldiers and their 
families. Please continue your strong support of the direct care 
system.
    The Army requires a medical facility infrastructure that provides 
consistent, world-class healing environments that improve clinical 
outcomes, patient and staff safety, staff recruitment and retention, 
and operational efficiencies. The quality of our facilities--whether 
medical treatment, research and development, or support functions--is a 
tangible demonstration of our commitment to our most valuable assets--
our military family and our MHS staff. Not only are these facilities 
the bedrock of our direct care mission, they are also the source of our 
Generating Force that we deploy to perform our operational mission. The 
fiscal year 2009 Defense Medical MILCON request addresses critical 
investments in DOD biomedical research capabilities, specifically at 
the U.S. Army Medical Research Institutes of Infectious Disease and 
Chemical Defense, and other urgent health care construction 
requirements for an Army at war. To support mission success, our 
current operating environment needs appropriate platforms that support 
continued delivery of the best health care, both preventive and acute 
care, to our warfighters, their families and to all other authorized 
beneficiaries. I respectfully request the continued support of DOD 
medical construction requirements that will deliver treatment and 
research facilities that are the pride of the department.
    My third concern is the challenge of recruiting and retaining 
quality health care professionals during this time of persistent 
conflict with multiple deployments. The two areas of greatest concern 
to me in the Active Component are the recruitment of medical and dental 
students into our Health Professions Scholarship Program (HPSP) and the 
shortage of nurses. The HPSP is the major source of our future force of 
physicians and dentists. For the last 3 years we have been unable to 
meet our targets despite focused efforts. The recent authorization of a 
$20,000 accession bonus for HPSP students will provide another 
incentive to attract individuals and hopefully meet our targets. In the 
face of a national nursing shortage, the Army Nurse Corps is short over 
200 nurses. We have increased the nurse accession bonus to the 
statutory maximum of $30,000 for a 4-year service obligation. The Army 
Reserve and National Guard have also encountered difficulty meeting 
mission for the direct recruitment of physicians, dentists, and nurses. 
We have increased the statutory cap of the Reserve Component (RC) 
Health Professions Special Pay to $25,000 per year and have increased 
the monthly stipend paid to our participants in the Specialized 
Training Assistance Program to $1,605 per month and will raise it again 
in July 2008 to $1,905 per month. As you know, financial compensation 
is only one factor in recruiting and retaining employees. We are 
looking at a variety of ways to make a career in Army medicine more 
attractive. A 90-day mobilization policy has been in effect for RC 
physicians, dentists and nurse anesthetists since 2003; this policy has 
had a positive impact on the recruiting and retention of RC healthcare 
professionals. In October 2007, U.S. Army Recruiting Command activated 
a medical recruiting brigade to focus exclusively on recruiting health 
care professionals. It is still too early to assess the effectiveness 
of that new organization, but I am confident that we will see some 
progress over the next year.
    The men and women of Army medicine--whether Active Component, 
Reserve Component, or civilian--impress me every day with their 
professionalism, their commitment, and their selfless service. Nothing 
is more important to our success then our dedicated workforce. I have 
established Major General Gale Pollock as my Deputy Surgeon General for 
Force Management so that she can focus her incredible talent and energy 
on a Human Capital Strategy for the AMEDD that will make us an 
``employer of choice'' for healthcare professionals interested in 
serving their country as either soldiers or civil servants. Your 
expansion of Direct Hire Authority for health care professionals in 
last year's appropriations bill was a clear indicator to me of your 
willingness to support innovative solutions to our workforce 
challenges. As this strategy matures, I will stay closely connected to 
you and your staff to identify and clarify any emerging needs or 
requirements.
    In closing, I want to assure the Congress that the Army Medical 
Department's highest priority is caring for our wounded, ill, and 
injured warriors and their families. I am proud of the Army Medical 
Department's efforts over the last 12 months and am convinced that in 
coordination with the DOD, the Department of Veterans Affairs, and the 
Congress, we have ``turned the corner'' toward establishing an 
integrated, overlapping system of treatment, support, and leadership 
that is significantly enhancing the care of our warriors and their 
families. I greatly value the support of this Committee and look 
forward to working with you closely over the next year. Thank you for 
holding this hearing and thank you for your continued support of the 
Army Medical Department and the warriors that we are most honored to 
serve.

    Senator Inouye. May I now recognize Admiral Robinson?
STATEMENT OF VICE ADMIRAL ADAM M. ROBINSON, JR., 
            SURGEON GENERAL, DEPARTMENT OF THE NAVY
    Admiral Robinson. Good morning, and thank you.
    Chairman Inouye, Senator Stevens, Senator Mikulski, 
distinguished members of the subcommittee, it is a pleasure to 
be before you, to share with you my vision for Navy medicine in 
the upcoming fiscal year.
    You have been very supportive of our mission in the past, 
and I want to express my gratitude, on behalf of all who work 
for Navy medicine, and those we serve.
    Navy medicine is at a particularly critical time in history 
as the military health system has come under increased 
scrutiny. Resource constraints are real, along with the 
increasing pressure to operate more efficiently, while 
compromising neither mission, nor healthcare quality. The 
budget for the Defense Health Program contains fiscal limits 
that continue to be a challenge. The demands for wounded 
warrior care continue to steadily increase due to military 
operations in Iraq and Afghanistan.
    At the same time, Navy medicine must meet the requirement 
of a peacetime mission of family and retiree healthcare, as 
well as provide humanitarian assistance and disaster relief, as 
needed around the globe.
    Our mission is Force Health Protection, and we are capable 
of supporting the full range of operations, from combat support 
for our warriors throughout the world to humanitarian 
assistance. As a result, it is vitally important that we 
maintain a ready force, and we achieve that by recruiting, 
training and retaining outstanding healthcare personnel and 
providing excellence in clinical care, graduate health 
education, and biomedical research, the core foundations of 
Navy medicine.
    We must remain fully committed to readiness in two 
dimensions--the medical readiness of our sailors and marines, 
and the readiness of our Navy medicine team to provide health 
service support across the full range of military ops.
    Navy medicine physicians, nurses, dentists, healthcare 
professional officers and hospital corpsmen, have steamed to 
assist wherever they have been needed for healthcare. As a 
result, it has been said that Navy medicine is the heart of the 
U.S. Navy, as humanitarian assistance and disaster relief 
missions create a synergy--an opportunity for all elements of 
national power: diplomatic, informational, military, economic, 
joint, inter-agency and cooperation with non-governmental 
organizations.
    As you know, advances in battlefield medicine have improved 
survivability rates, and these advances--leveraged together 
with Navy medicine's patient and family-centered care 
philosophy, provide us with the opportunities to effectively 
care for these returning heroes and their families.
    In Navy medicine, we empower our staff to do whatever is 
necessary to deliver the highest quality, comprehensive, and 
compassionate healthcare.
    For Navy medicine, the progress a patient makes from 
initial care to rehabilitation, and in support of the lifelong 
medical requirements drive the patient's care across the 
continuum. We learned early on that families displaced from 
their normal environment, and dealing with a multitude of 
stressors, are not as effective in supporting the patient, and 
his or her recovery. Our focus is to get the family back to a 
state of normalcy, as soon as possible, which means returning 
the patient and their family home to continue the healing 
process.
    In Navy medicine, we have a comprehensive, multi-
disciplinary care team which interfaces with all partners 
involved in the continuum of care. These partners include Navy 
and Marine Corps line counterparts, who work with us to 
decentralize care from a monolithic structure with one person 
in charge, to a disbursed network throughout our communities 
nationwide.
    Moving patients closer to home requires a great deal of 
planning, interaction, and coordination with providers, 
caseworkers, and other related healthcare professionals to 
ensure care is a seamless continuum.
    Families are considered a vital part of the care team, and 
we integrate their needs into the planning process. They are 
provided with emotional support by encouraging the sharing of 
experiences with other families--that's family-to-family 
support--and through access to mental health services.
    Currently, Navy medicine is also paying particular 
attention to de-stigmatizing psychological health services. 
Beginning in 2006, Navy medicine established deployment health 
clinics to serve as non-stigmatizing portals of entry in high 
fleet, and Marine Corps concentration areas, and to augment 
primary care services offered at the military treatment 
facilities, or in garrison.
    Staffed by primary care providers, and mental health teams, 
the centers are designed to provide care for marines and 
sailors who self-identify mental health concerns on the post-
deployment health assessment and re-assessment. The center 
provides treatment for other service members, as well, we now 
have 17 such clinics, up from 14 last year.
    Since the late 1990s, Navy medicine has been embedding 
mental health professionals with operational components of the 
Navy and the Marine Corps. Mental health assets aboard ship can 
help the crew deal with the stresses associated with living in 
isolated and unique environments.
    For the marines, we have developed OSCAR teams, operational 
stress control and readiness, which embed mental health 
professionals as organic assets in operational units. Making 
these mental health assets organic to the ship and the Marine 
Corps unit minimizes stigma, improves access to mental 
healthcare, and provides an opportunity to prevent combat 
stress situations from deteriorating into disabling conditions.
    We continue to make significant strides toward meeting the 
needs of military personnel, their families and caregivers, 
with psychological health needs, and traumatic brain injury-
related diagnoses. We are committed in these efforts to improve 
the detection of mild to moderate traumatic brain injury (TBI), 
especially those forms of traumatic brain injury in personnel 
who are exposed to blast, but do not suffer other demonstrable 
physical injuries.
    Our goal is to continuously improve our psychological 
health services throughout the Navy and the Marine Corps. This 
effort requires seamless programmatic coordination across 
existing line functions, in programs such as the Marine Corps' 
Wounded Warrior Regiment, and Navy's Safe Harbor, while working 
numerous fiscal contracting and hiring issues. Your patience 
and persistence are deeply appreciated, as we work to achieve 
solutions to long-term care needs.
    We have not met our recruitment and retention goals for 
medical and dental corps officers for the last 3 years. This 
situation is particularly stressful in war-time medical 
specialties. Currently, we have deployed 90 percent of our 
general surgeons, and 70 percent of our active duty 
psychiatrists in our inventory. From the Reserve component, 85 
percent of the anesthesiologists, and 50 percent of our oral 
surgeons have deployed.
    While we are very grateful for your efforts in support of 
expanded and increased accession and retention bonus--and these 
have made a difference--these incentives will take 
approximately 2 to 5 years to be reflected in our pipelines.
    Additionally, the stress on the force due to multiple 
deployments and individual augmentations has had a significant 
impact on morale across the healthcare communities. Personnel 
shortages are underscored by Navy Medical Department 
scholarships going unused, and the retention rate of 
professionals beyond their initial tour falling well below 
goal.
    By using experienced Navy medicine personnel to assist 
recruiters in identifying prospective recruits, we're 
developing relevant opportunities and enticements to improve 
retention. We are demonstrating to our people how they are 
valued as individuals, and how they can achieve a uniquely 
satisfying career in the Navy, and in Navy medicine.
    Navy medicine's research efforts are dedicated to enhancing 
the health, safety, and performance of the Navy-Marine Corps 
team. It is this research that has led to the development of 
the state-of-the-art armor, equipment and products that have 
improved our survivability rates, to the highest levels 
compared to all previous conflicts.
    In addition, our research facilities are a critical 
component, ready to respond to worldwide biological warfare 
attacks, and are making significant strides in tracking injury 
patterns in warfighters through the joint trauma registry. We 
are breaking new ground in the identification of pattern of 
injury resulting from exposure to blast.
    Navy medicine's medical research and development 
laboratories are playing an instrumental role in the worldwide 
monitoring of new, emerging infectious diseases, and the three 
Navy overseas laboratories have been critical in determining 
the efficacy of all anti-malarial drugs used by the Department 
of Defense to prevent and treat disease.

                           PREPARED STATEMENT

    Chairman Inouye, Senator Stevens, Senator Mikulski, thank 
you, again, for your support, and for providing me this 
opportunity to share with you Navy medicine's mission, what we 
are doing, and our plans for the upcoming year. It has been my 
pleasure to testify before you today, and I look forward to 
answering your questions.
    Senator Inouye. All right, thank you very much, Admiral.
    Thank you very much.
    [The statement follows:]
          Prepared Statement of Vice Admiral Adam M. Robinson
    Chairman Inouye, Ranking Member Stevens, distinguished members of 
the Committee, I am here to share with you my vision for Navy medicine 
in the upcoming fiscal year. You have been very supportive of our 
mission in the past, and I want to express my gratitude on behalf of 
all who work for Navy medicine--uniformed, civilian, contractor, 
volunteer personnel--who are committed to meeting and exceeding the 
health care needs of our beneficiaries.
    Navy medicine is at a particularly critical time in history as the 
Military Health System has come under increased scrutiny. Resource 
constraints are real, along with the increasing pressure to operate 
more efficiently while compromising neither mission nor health care 
quality. The budget for the Defense Health Program contains fiscal 
limits that continue to be a challenge. The demands for wounded warrior 
care continue to steadily increase due to military operations in Iraq 
and Afghanistan. Furthermore, Navy medicine must meet the requirement 
to maintain a peacetime mission of family and retiree health care, as 
well as provide Humanitarian Assistance/Disaster Relief as needed 
around the globe.
    The current rate of medical cost growth is adding increased demands 
on the defense budget and internal efficiencies are insufficient to 
stem the rising healthcare costs. Benefit adjustments should be 
considered to ensure the future of our high quality medical system and 
to sustain it for years to come.
                 force health protection and readiness
    Our mission is Force Health Protection. Navy medicine is capable of 
supporting the full range of operations from combat support for our 
warriors throughout the world to humanitarian assistance. As a result, 
is it vitally important that we maintain a fully ready force, and we 
achieve that by recruiting and retaining outstanding healthcare 
personnel and providing excellence in clinical care, graduate health 
education, and biomedical research, the core foundation of Navy 
medicine.
    Navy medicine must ensure that our forces are ready to go when 
called upon. We must remain fully committed to readiness in two 
dimensions: the medical readiness of our sailors and marines, and the 
readiness of our Navy medicine team to provide health service support 
across the full range of military operations. We place great emphasis 
on preventing injury and illness whenever possible. We are all 
constantly looking at improvements to mitigate whatever adversary, 
ailment, illness, or malady affects our warrior and/or their family 
members. We provide care worldwide, making Navy medicine capable of 
meeting our military's challenges, which are critical to the success of 
our warfighters.
    The Navy and Marine Corps team is working to improve a real-time, 
standardized process to report individual medical readiness. Navy 
medicine collaborates with the line to increase awareness of individual 
and command responsibilities for medical readiness--for it is as much 
an command responsibility as it is that of the individual.
        humanitarian assistance/disaster relief missions (ha/dr)
    Since 2004, the Navy Medical Department has served on the forefront 
of HA/DR missions which are part of the Navy's Core Elements of 
Maritime Power. Navy medicine physicians, nurses, dentists, ancillary 
healthcare professional officers, and hospital corpsmen have steamed to 
assist wherever there has been a need for health care. As a result, it 
has been said that Navy medicine is the heart of the U.S. Navy.
    HA/DR Missions create a synergy and opportunity for all elements of 
national power--diplomatic, informational, military, economic, joint, 
interagency, and cooperation with non-governmental organizations 
(NGOs). Most recently the USNS COMFORT (TAH-20) sent a strong message 
of U.S. compassion, support and commitment to the Caribbean and Central 
and South America during last summer's mission. Military personnel, as 
well as officers from the U.S. Public Health Service, trained and 
provided HA to the people of the partner nations and helped enhance 
security, stability and cooperative partnerships with the countries 
visited. NGOs participated in this deployment and brought value, 
expertise and additional capacity to the mission. According to 
President Tony Saca of El Salvador, ``This type of diplomacy really 
touched the heart and soul of the country and the region and is the 
most effective way to counter the false perception of what Cuban 
medical teams are doing in the region.''
    Last fall during the San Diego fires, the Navy engaged as an 
integral member of the community and provided assistance in several 
ways, including providing medical care to civilian evacuees. The Naval 
Medical Center in San Diego (NMCSD) accepted patients due to civilian 
hospital evacuations. In addition, NMCSD replenished medical supplies 
for community members who evacuated their homes without necessary 
medications. In addition, medical personnel from Naval Hospital Twenty-
Nine Palms and aboard ships in the area were helping civilian evacuees 
at evacuation centers across the county.
    It is important to note, that if not planned for appropriately this 
emerging part of our mission will prove difficult to sustain in future 
years. We must balance the requirements of sustaining the Global War on 
Terror with HA/DR requirements.
     patient and family centered care and wounded, ill and injured 
                             servicemembers
    Navy medicine's concept of care is always patient and family 
centered, and we will never lose our perspective in caring for our 
beneficiaries. Everyone is a unique human being in need of 
individualized, compassionate and professionally superior care. As you 
have heard, advances in battlefield medicine have improved 
survivability rates so the majority of the wounded we are caring for 
today will reach our CONUS facilities. This was not the case in past 
conflicts. These advances, leveraged together with Navy medicine's 
patient and family centered care, provide us with the opportunities to 
effectively care for these returning heroes and their families. In Navy 
medicine we empower our staff to do whatever necessary to deliver the 
highest quality, comprehensive health care.
    The Military Healthcare System is one of the most valued benefits 
our great Nation provides to service members and their families. Each 
service is committed to providing our wounded, ill and injured with the 
highest quality, state-of-the art medical care, from the war zone to 
the home front. The experience of this health care, as perceived by the 
patient and their family, is a key factor in determining health care 
quality and safety.
    For Navy medicine the progress a patient makes from initial care to 
rehabilitation, and in the support of life-long medical requirements is 
the driver of where a patient is clinically located in the continuum of 
care and how that patient is cared for. Where a particular patient is 
in the continuum of care is driven by the medical care needed instead 
of the administrative and personnel issues or demands. Medical and 
administrative processes are tailored to meet the needs of the 
individual patient and their family--whatever they may be. For the 
overwhelming majority of our patients, their priority is to locate 
their care as close to their homes as possible. We learned early on 
that families displaced from their normal environment and dealing with 
a multitude of stressors, are not as effective in supporting the 
patient and his or her recovery. Our focus is to get the family back to 
``normal'' as soon as possible, which means returning the patient and 
their family home to continue the healing process.
    In Navy medicine we have established a dedicated trauma service as 
well as a comprehensive multi-disciplinary care team which interfaces 
with all of the partners involved in the continuum of care. These 
partners include Navy and Marine line counterparts who decentralize 
care from a monolithic continuum with one person in charge to a 
dispersed network where patients and families return to their 
communities; once returned home they can engage with friends, families, 
traditions, peers and their communities in establishing their new life. 
To move patients closer to home requires a great deal of planning, 
interaction and coordination with providers, case workers and other 
related health care professionals to ensure care is a seamless 
continuum. We work together from the day of admission to help the 
patient and the family know we are focused on eventually moving the 
patient closer to home as soon as their medical needs allow. The 
patient's needs will dictate where they are, not the system's needs.
    Our single trauma service admits all OEF/OIF patients with one 
physician service as the point of contact for the patient and their 
family. Other providers, such as orthopedic surgery, oral-maxillofacial 
surgery, neurosurgery and psychiatry, among others, serve as 
consultants all of whom work on a single communications plan. In 
addition to providers, other key team members of the multi-disciplinary 
team include the service liaisons at the military treatment facility, 
the Veterans Affairs health care liaison and military services 
coordinator.
    Another key component of the care approach by Navy medicine takes 
into consideration family dynamics from the beginning. Families are 
considered as part of the care team, and we integrate their needs into 
the planning process. They are provided with emotional support by 
encouraging the sharing of experiences among other families (family-to-
family support) and through access to mental health services.
    Currently, Navy medicine is also paying particular attention to de-
stigmatizing psychological health services, the continuity of care 
between episodes, and the hand-off between the direct care system and 
the private sector. We are developing a process to continuously assess 
our patient and their families perspectives so that we may make 
improvements when and where necessary.
    Beginning in 2006, Navy medicine established Deployment Health 
Centers (DHCs) to serve as non-stigmatizing portals of entry in high 
fleet and Marine Corps concentration areas and to augment primary care 
services offered at the military treatment facilities or in garrison. 
Staffed by primary care providers and mental health teams, the centers 
are designed to provide care for marines and sailors who self-identify 
mental health concerns on the Post Deployment Health Assessment and 
Reassessment. The centers provide treatment for other service members 
as well. We now have 17 such clinics, up from 14 since last year. From 
2006 through January 2008, DHCs had over 46,400 visits, 28 percent of 
which were for mental health issues.
    Delays in seeking mental health services increase the risks of 
developing mental illness and exacerbating physiological symptoms. 
These delays can have a negative impact on a servicemember's career. As 
a result, we remain committed to reducing stigma as a barrier to 
ensuring servicemembers receive full and timely treatment following 
their return from deployment. Of particular interest is the recognition 
and treatment of mental health conditions such as PTSD. At the Navy's 
Bureau of Medicine and Surgery we established the position for a 
``Combat and Operational Stress Control Consultant'' (COSC). This 
individual, who reported on December 2006, is a combat experienced 
psychiatrist and preventive medicine/operational medicine specialist. 
Dedicated to addressing mental health stigma, training for combat 
stress control, and the development of non-stigmatizing care for 
returning deployers and support services for Navy caregivers, this 
individual also serves as the Director of Deployment Health. He and his 
staff oversee Post Deployment Reassessment (inclusive of Deployment 
Health Centers), Substance Abuse Prevention and Treatment, Traumatic 
Brain Injury diagnosis and treatment, and a newly created position for 
Psychological Health Outreach for Reserve Component Sailors.
    As you know, in June 2007 Secretary Gates received the 
recommendations from the congressionally mandated Department of Defense 
(DOD) Mental Health Task Force. Additionally, the Department's work on 
identifying key gaps in our understanding and treatment of TBI gained 
greater visibility and both DOD and the Department of Veterans Affairs 
began implementing measures to fill those gaps. Positive momentum has 
resulted from the task force's recommendations, the Department of 
Defense's work on TBI, and the additional funding from Congress. This 
collaboration provided an opportunity for the services to better focus 
and expand their capabilities in identifying and treating these two 
conditions.
    Since the late 1990s Navy medicine has been embedding mental health 
professionals with operational components of the Navy and the Marine 
Corps. Mental health assets aboard ships can help the crew deal with 
the stresses associated with those living isolated and unique 
conditions. Tight quarters, long work hours, and the fact that many of 
the staff may be away from home for the first time, presents a 
situation where the stresses of ``daily'' life may prove detrimental to 
a sailor's ability to cope so having a mental health professional who 
is easily accessible and going through many of the same challenges has 
increased operational and battle readiness aboard these platforms.
    For the Marines, Navy medicine division psychiatrists stationed 
with marines developed OSCAR Teams (Operational Stress Control and 
Readiness) which embed mental health professional teams as organic 
assets in operational units. Making these mental health assets organic 
to the unit minimizes stigma and provides an opportunity to prevent 
combat stress situations from deteriorating into disabling conditions. 
There is strong support for making these programs permanent and 
ensuring that they are resourced with the right amount of staff and 
funding.
    At the Navy's Bureau of Medicine and Surgery and Marine Corps 
headquarters, two positions for Combat and Operational Stress 
Consultants have been created. These individuals are dedicated to 
addressing mental health stigma, training for combat stress control, 
and the development of non-stigmatizing care for returning deployers 
and support services for Navy caregivers.
    In addition, we are developing and strengthening training programs 
for line leadership and our own caregivers. The goal is for combat 
stress identification and coping skills to be part of the curriculum at 
every stage of development of a sailor and/or marine. From the Navy's A 
Schools, to the Marine Corps Sergeant's course, and in officer 
indoctrination programs, we must ensure that dealing with combat stress 
becomes as common as dealing with any other medical issue.
    Recently Navy medicine received funding for creation of a Navy/
Marine Corps Combat and Operational Stress Control (COSC) Center at 
Naval Medical Center San Diego (NMCSD). The concept of operations for 
this first-of-its-kind capability is underway, as is the selection of 
an executive staff to lead the Center. The primary role of this Center 
is to identify best COSC practices, develop combat stress training and 
resiliency programs specifically geared to the broad and diverse power 
projection platforms and Naval Type Commands, establish provider 
``Caring for the Caregiver'' initiatives, and coordinate collaboration 
with other academic, clinical, and research activities. As the concept 
for a DOD Center of Excellence develops, we will integrate, as 
appropriate, the work of this center. The program also hopes to reflect 
recent advancements in the prevention and treatment of stress 
reactions, injuries, and disorders.
    We continue to make significant strides towards meeting the needs 
of military personnel with psychological health needs and TBI-related 
diagnoses, their families and their caregivers. We are committed in 
these efforts to improve the detection of mild-to-moderate TBI, 
especially those forms of TBI in personnel who are exposed to blast but 
do not suffer other demonstrable physical injuries. Servicemembers who 
return from deployment and have suffered such injuries may later 
manifest symptoms that do not have a readily identifiable cause, with 
potential negative effect on their military careers and quality of 
life.
    Our goal is to establish comprehensive and effective psychological 
health services throughout the Navy and Marine Corps. This effort 
requires seamless programmatic coordination across the existing line 
functions (e.g., Wounded Warrior Regiment, Safe Harbor) while working 
numerous fiscal, contracting, and hiring issues. Your patience and 
persistence are deeply appreciated as we work to achieve long-term 
solutions to provide the necessary care.
        recruitment and retention and graduate medical education
    We have not met our recruitment and retention goals for Medical and 
Dental Corps officers for the last 3 years. This situation is 
particularly stressful in wartime medical specialties. Currently, we 
have deployed 90 percent of our general surgery active duty medical 
corps officers, a specialty that is only manned at 87 percent. For 
psychiatrists, who are 94 percent manned, 72 percent of the active duty 
inventory has deployed. From the reserve component, 85 percent of the 
anesthesiologists and 50 percent of oral surgeons have deployed. While 
we are very grateful for your efforts in support of expanded and 
increased accession and retention bonuses, these incentives will take 
approximately 2,095 years to reflect in our pipeline.
    We in Navy medicine are increasing our efforts and energy in the 
recruitment and retention of medical personnel. We must demonstrate to 
our personnel how they are valued as individuals and they can achieve a 
uniquely satisfying career in the Navy. We are using experienced Navy 
medicine personnel to assist recruiters in identifying perspective 
recruits and developing relevant opportunities and enticements to 
improve retention.
    A challenge to meeting our recruitment and retention efforts is the 
impact of future increase in Marine Corps personnel. The Navy personnel 
needed in support of the increase will largely be medical officers and 
enlisted personnel. This situation, coupled with the stress on the 
force, needs to be addressed so that we can shape the force to meet the 
needs of the warfighter in the future.
    Also, the stress on the force due to multiple deployments and 
individual augmentation has had a significant impact on morale across 
the health care continuum. Personnel shortages are underscored by Navy 
medical department scholarships going unused and the retention rate of 
professionals beyond their initial tours falling well below goal.
    Graduate Medical and Health Education (GME/GHE) programs are a 
vital component of Navy medicine and of the Military Health System. 
These programs are an integral part of our training pipeline, and we 
are committed to sustaining these efforts to train future generations 
of health care providers. GME/GHE programs are required to fulfill our 
long-term goals and maintain the ever-changing health care needs of our 
beneficiaries. In addition, these programs are a critical part of our 
recruitment and retention efforts for new medical professionals and 
those involved in educating them.
                    research and development efforts
    Research is at the heart of nearly every major medical and 
pharmaceutical treatment advancement, and that is no different for Navy 
medicine. Our research efforts are dedicated to enhancing the health, 
safety, and performance of the Navy and Marine Corps team. It is this 
research that has led to the development of state-of-the art armor, 
equipment, and products that have improved our survivability rates to 
the lowest rates from any other conflict.
    Navy medicine research and development efforts cover a wide range 
of disciplines including biological defense, infectious diseases, 
combat casualty care, dental and biomedical research, aerospace 
medicine, undersea medicine and environmental health.
    The Naval Medical Research Center's Biological Defense Research 
Directorate (BDRD) is one of the few laboratories in the United States 
ready to detect over 20 biological warfare agents. In addition, the 
BDRD, located in Bethesda, MD, maintains four portable laboratories 
ready to deploy in 18 hours in response to worldwide biological warfare 
attacks.
    The Naval Health Research Center (NHRC) has a significant 
capability to track injury patterns in warfighters through the Joint 
Trauma Registry and is the leader in identifying patterns of injury 
resulting from exposure to blast. This ongoing assessment of injury 
patterns provides researchers and source sponsors key information in 
order to base decisions on programmatic issues. These decisions are 
used to develop preventative and treatment technologies to mitigate the 
effects of blast on the warfighter.
    Navy's medical research and development laboratories also play an 
instrumental role in the worldwide monitoring of new emerging 
infectious diseases, such as avian influenza, that threaten both 
deployed forces and the world. The three Navy overseas laboratories 
have also been critical in determining the efficacy of all anti-
malarial drugs used by the Department of Defense to prevent and treat 
disease. Our personnel at those facilities, specifically Jakarta and 
Lima, were participants in the timely and highly visible responses to 
natural disasters in Indonesia (Tsunami of December 2004 and Central 
Java Earthquake of 2006) and Peru (Earthquake in August 2007).
    Our research and development efforts are an integral part of Navy 
medicine's success and are aimed at providing solutions and producing 
results to further medical readiness for whatever lies ahead on the 
battlefield, at sea and at home.
    Chairman Inouye, Ranking Member Stevens, distinguished members of 
the Committee, thank you again for providing me this opportunity to 
share with you Navy medicine's mission, what we are doing and our plans 
for the upcoming year. It has been my pleasure to testify before you 
today and I look forward to answering any of your questions.

    Senator Inouye. And now, General Roudebush.
STATEMENT OF LIEUTENANT GENERAL JAMES G. ROUDEBUSH, 
            SURGEON GENERAL, DEPARTMENT OF THE AIR 
            FORCE
    General Roudebush. Thank you, sir.
    Mr. Chairman, Senator Stevens, Senator Mikulski, 
distinguished members of the subcommittee, it's truly my honor 
and privilege to be here today to talk with you about the Air 
Force Medical Service. But before I make any remarks, first I 
must thank you for your support. The Senate, and this 
subcommittee in particular, have been absolutely key in helping 
us work through some very turbulent times, in terms of fiscal 
challenges, personnel challenges, facility challenges--all the 
while meeting a very demanding operational mission. So first, I 
must say, thank you.
    Your Air Force is the Nation's guardian of America's force 
of first and last resort to guard and protect our Nation. To 
that end, we Air Force medics--and I use medics in a very broad 
sense--officer, enlisted, all-corps, total force, active Guard 
and Reserve, and our civilians, allies, and counterparts that 
come together to make up Air Force medicine.
    So, when I say we Air Force medics, I mean that in the very 
broadest and most inclusive sense. We, Air Force medics, work 
directly for our line leadership in addressing our Air Force's 
top priorities--win today's fight, taking care of our people, 
and prepare for tomorrow's challenges.
    The future strategic environment is complex and very 
uncertain. Be assured that your Air Force, and your Air Force 
Medical Service, are fully executing today's mission, and 
aggressively preparing for tomorrow's challenges. It's 
important to understand that every Air Force base at home 
station, and deployed, is an operational platform, and Air 
Force medicine supports warfighting capabilities at each of our 
bases.
    It begins with our Air Force military treatment facilities 
providing combatant commanders a fit and healthy force, capable 
of withstanding the physical and mental rigors associated with 
combat and other military missions. Our emphasis on fitness and 
prevention has led to the lowest disease and nonbattle injury 
rate in history.
    The daily delivery of healthcare in our medical treatment 
facilities is also essential to maintaining critical skills 
that guarantee our medical readiness capability, and our 
success. Our Air Force medics--working with our Army and our 
Navy counterparts, care for our families at home, we respond to 
our Nation's call supporting our warriors in deployed 
locations, and we provide humanitarian assistance and disaster 
response to both our friends and allies abroad, as well as our 
citizens at home.
    To execute these broad missions, the services--the Air 
Force, Navy and Army--must work interoperably and 
interdependently. Every day, together, we earn the trust of 
America's all-volunteer force--airmen, soldiers, sailors, 
marines and their families--and we hold that trust very dear.
    Today I'm here to address the health needs of our airmen 
and their families. The Air Force Medical Service is focused on 
the psychological needs of our airmen, and in reducing the 
effects of operational stress. We thank Congress for the fiscal 
year 2007 supplemental funding, which strengthened our 
psychological health, and traumatic brain injury (TBI) program 
research, surveillance, and treatment. It has directly improved 
access, coordination of care, and the transition of our 
patients to our allies and counterparts in the VA when that's 
appropriate.
    We're fully committed to meeting the health needs of our 
airmen and their families, and will continue to execute and 
refine these programs, again, working within the Air Force, but 
very closely with our Army, Navy, VA and private sector care 
allies and counterparts.
    In meeting this demanding mission, we must recruit the best 
and the brightest, prepare them for the mission, and retain 
them to support and lead the Air Force Medical Service in the 
years to come. The demanding operations tempo at home and 
deployed requires finding a balance between these demanding 
duties, personal recovery and family time.
    We are undertaking a number of initiatives to recapitalize 
and invest in our most precious resource--our people. Enhancing 
both professional and leadership development, ensuring 
predictability in deployments and offering financial incentives 
are all important ways we improve our overall retention, and 
thank you for your support in helping us do that.
    In closing, Mr. Chairman, I am humbled by, and intensely 
proud, of the daily accomplishments of the men and women of the 
United States Air Force Medical Service. The superior care 
routinely delivered by Air Force medics is a product of 
preeminent medical training, groundbreaking research, and a 
culture of personal and professional accountability, all 
fostered by the Air Force's core values.

                           PREPARED STATEMENT

    With your continued help, and the help of this 
subcommittee, the Air Force will continue our focus on the 
health of our warfighters and their families. Thank you for 
your enduring support, and I look forward to your questions.
    Thank you, sir.
    Senator Inouye. I thank you very much, General Roudebush.
    [The statement follows:]
      Prepared Statement of Lieutenant General James G. Roudebush
    Mr. Chairman and esteemed members of the Committee, it is my honor 
and privilege to be here today to talk with you about the Air Force 
Medical Service. The Air Force Medical Service exists and operates 
within the Air Force culture of accountability wherein medics work 
directly for the line of the Air Force. Within this framework we 
support the expeditionary Air Force both at home and deployed.
    We align with the Air Force's top priorities: Win Today's Fight, 
Take Care of our People, and Prepare for Tomorrow's Challenges. We are 
the Nation's Guardian--America's force of first and last resort. We get 
there quickly and we bring everyone home. That's our pledge to our 
military and their families.
                           win today's fight
    It is important to understand that every Air Force base is an 
operational platform and Air Force medicine supports the war fighting 
capabilities at each one of our bases. Our home station military 
treatment facilities form the foundation from which the Air Force 
provides combatant commanders a fit and healthy force, capable of 
withstanding the physical and mental rigors associated with combat and 
other military missions. Our emphasis on fitness, disease prevention 
and surveillance has led to the lowest disease and non-battle injury 
rate in history.
    Unmistakably, it is the daily delivery of health care which allows 
us to maintain critical skills that guarantee our readiness capability 
and success. The superior care delivered daily by Air Force medics 
builds the competency and currency necessary to fulfill our deployed 
mission. Our care is the product of preeminent medical training 
programs, groundbreaking research, and a culture of personal and 
professional accountability fostered by the Air Force's core values.
    In support of our deployed forces, the Air Force Medical Service 
(AFMS) is central to the most effective joint casualty care and 
management system in military history. The effectiveness of forward 
stabilization followed by rapid Air Force aeromedical evacuation has 
been repeatedly proven. We have safely and rapidly moved more than 
48,000 patients from overseas theaters to stateside hospitals during 
Operations ENDURING FREEDOM and IRAQI FREEDOM. Today, the average 
patient arrives from the battlefield to Stateside care in 3 days. This 
is remarkable given the severity and complexity of the wounds our 
forces are sustaining. It certainly contributes to the lowest died of 
wounds rate in history.
                        total force integration
    Our Air Force Medical Service is a model for melding Guard, Reserve 
and civilians with active duty elements. Future challenges will mandate 
even greater interoperability, and success will be measured by our 
Total Force and joint performance.
    A story that clearly illustrates the success of our Total Force and 
joint enroute care is that of Army SGT Dan Powers, a squad leader with 
the 118th Military Police Company. He was stabbed in the head with a 
knife by an insurgent on the streets of Baghdad on July 3, 2007. Within 
30 minutes of the attack, he was flown via helicopter to the Air Force 
theater hospital at Balad Air Base, Iraq. Army neurosurgeons at the 
Balad Air Force theater hospital and in Washington DC reviewed his 
condition and determined that SGT Powers, once stabilized, needed to be 
transported and treated at the National Naval Medical Center, Bethesda, 
MD as soon as possible. The aeromedical evacuation system was activated 
and the miracle flight began. A C-17 aircrew from Charleston Air Force 
Base, SC, picked up SGT Powers with a seven-person Critical Care Air 
Transport Team and flew non-stop from Balad Air Base, to Andrews Air 
Force Base, MD. After a 13-hour flight, they landed at Andrews AFB 
where SGT Powers was safely rushed to the National Naval Medical Center 
for lifesaving surgery.
    As SGT Powers stated, ``the Air Force Mobility Command is the stuff 
they make movies out of . . . the Army, Navy, and Air Force moved the 
world to save one man's life.''
    We care for our families at home; we respond to our Nation's call 
supporting our warriors, and we provide humanitarian assistance to 
countries around the world. To execute these broad missions, the 
services--Air Force, Navy and Army--must work jointly, 
interoperatively, and interdependently. Our success depends on our 
partnerships with other Federal agencies, academic institutions, and 
industry. Our mission is vital. Everyday we must earn the trust of 
America's all-volunteer force--airmen, soldiers, sailors and marines, 
and their families. We hold that trust very dear.
                        take care of our people
    We are in the midst of a long war and continually assess and 
improve health services we provide to airmen, their families, and our 
joint brothers and sisters. We ensure high standards are met and 
sustained. Our Air Force chain of command fully understands their 
accountability for the health and welfare of our airmen and their 
families. When our warfighters are ill or injured, we provide a wrap-
around system of medical care and support for them and their families--
always with an eye towards rehabilitation and continued service.
Wounded Warrior Initiatives
    The Air Force is in lock-step with our sister services and Federal 
agencies to implement the recommendations from the President's 
Commission on the Care for America's Returning Wounded Warriors. The 
AFMS will deliver on all provisions set forth in the fiscal year 2008 
National Defense Authorization Act and provide our warfighters and 
their families help in getting through the challenges they face. I am 
proud today to outline some of those initiatives.
Care Management, Rehabilitation, Transition
    When a service member is ill or injured, the AFMS responds rapidly 
through a seamless system from initial field response, to stabilization 
care at expeditionary surgical units and theater hospitals, to in-the-
air critical care in the Aeromedical Evacuation system, and ultimately 
home to a military or Department of Veterans Affairs (VA) medical 
treatment facility (MTF). With specific regard to our airmen who are 
injured or ill, Air Force commanders, Family Liaison Officers, airmen 
and Family Readiness Center representatives, in lock step with Federal 
Recovery Coordinators, and medical case managers, together ensure 
``eyes-on'' for the airman and family throughout the care process. For 
injured or ill active duty airmen requiring follow-up medical care, 
they will receive it at their home station MTF. If no MTF is available, 
as is often the case for our Guard and Reserve airmen, the TRICARE 
network provides options for follow-on care with case managers at the 
major command level overseeing the care. If transition to care within 
the VA is the right thing for our airmen--Active, Guard, or Reserve--we 
work to make that transition as smooth and effective as possible. For 
those airmen medically separated, care is provided through the TRICARE 
Transitional Health Care Program and the VA health system. The Air 
Force Wounded Warrior Program, formerly known as Palace Hart, maintains 
contact and provides assistance to those wounded airmen who are 
separated from the Air Force for a minimum of 5 years.
    The AFMS provides timely medical evaluations for continued service 
and fair and equitable disability ratings for those members determined 
not to be fit for continued service. We will implement DOD policy 
guidance on these matters and all final recommendations from the pilot 
programs to improve the disability evaluation system. We have processes 
in place to ensure healthcare transitions are efficient and effective. 
Briefings are provided on VA benefits when individuals enter the 
Physical Evaluation Board process. Discharged members, still under 
active treatment, receive provider referral and transfer of their 
records. A key component of seamless transfer of care is a joint 
initiative by the VA and DOD, called the VA Benefits Delivery at 
Discharge (BDD) Program. Air Force MTFs provide the BDD Program advance 
notice of potential new service members and their health information 
through electronic transfer.
    The Air Force Medical Hold Program is very different from our 
sister services. In the Air Force, those undergoing disability 
evaluation stay in their units. We work closely with wing commanders to 
ensure that our personnel receive timely disposition. The key to 
success in this process is comprehensive case management. Outpatients 
are managed by the home unit and major command case managers. The Air 
Force does not use patient holding squadrons for Air Force Reserve 
personnel in medical hold status since the majority of reserve members 
live at home and utilize base and TRICARE medical services. If members 
are outside the commuting area for medical care, they are put on 
temporary duty orders and sent to military treatment facilities for 
consultations for as long as needed for prompt medical attention. We 
are teaming with our Air Force Personnel counterparts to initiate 
efforts to further reduce administrative time without downgrading the 
quality of medical care.
Psychological Health and Traumatic Brain Injury
    Psychological health means much more than just the delivery of 
traditional mental health care. It is a broad concept that covers the 
entire spectrum of well-being, prevention, treatment, health 
maintenance and resilience training. To that end, I have made it a 
priority to ensure that the AFMS focuses on these psychological needs 
of our airmen and identifies the effects of operational stress.
Post Traumatic Stress Disorder and Traumatic Brain Injury
    The incidence of Post Traumatic Stress Disorder (PTSD) is low in 
the Air Force, diagnosed in less than 1 percent of our deployers (at 6 
months post-deployment). For every airman affected, we provide the most 
current, effective, and empirically validated treatment for PTSD. We 
have trained our behavioral health personnel to recognize and treat 
PTSD in accordance with the VA/DOD PTSD Clinical Practice Guidelines. 
Using nationally recognized civilian and military experts, we trained 
more than 200 psychiatrists, psychologists, and social workers to equip 
every behavioral health provider with the latest research, assessment 
modalities, and treatment techniques. We hired an additional 32 mental 
health professionals for the locations with the highest operational 
tempo to ensure we had the personnel in place to care for our airmen 
and their families.
    We recognize that Traumatic Brain Injury may be the ``signature 
injury'' of the Iraq war and is becoming more prevalent among service 
members. Research in Traumatic Brain Injury (TBI) prevention, 
assessment, and treatment is ongoing and the Air Force is an active 
partner with the Defense and Veterans Brain Injury Center, the VA, the 
Center for Disease Control, industry and universities. To date, the Air 
Force has had a relatively low positive screening rate for TBI--
approximately 1 percent from Operation IRAQI FREEDOM (OIF) and 
Operation ENDURING FREEDOM (OEF)--but maintains our clear focus on this 
injury because of the impact it has on each individual and family 
affected.
Prevention
    Several years ago the AFMS shifted from a program of head-to-toe 
periodic physical examinations for all active duty members and moved to 
an annual focused process, the Preventive Health Assessment (PHA), that 
utilizes risk factors, exposures and health history to guide the annual 
assessment. Through the use of the PHA, we identify and manage 
personnel readiness and overall health status, to include preventive 
health needs.
    In addition, there are separate pre- and post-deployment health 
assessment/reassessment processes. Before deployment, our airmen are 
assessed to identify any health concerns and determine who is medically 
ready to deploy. The Post-Deployment Health Assessments are completed 
at the end of their deployment and again at 6 months post-deployment. 
Of note, questions are embedded in the post-deployment assessments to 
screen for Traumatic Brain Injury. These cyclic and focused processes 
allow us to fully assess the airmen's overall health and fitness. This 
allows commanders the ability to assess the overall fitness of the 
force.
           department of veterans affairs sharing initiatives
    Our work with the VA toward seamless care and transition for our 
military members is a high priority, particularly as we treat and 
follow our airmen redeploying from Operations OEF/OIF.
    An important lesson learned from the care of our returning warriors 
is the need for a seamless electronic patient health record. After 
assuming command and responsibility for the Bagram and Balad hospitals, 
the Air Force successfully deployed a joint electronic health record 
known as Theater Medical Information Program Block 1. This 
revolutionary in-theater patient record is now visible to stateside 
medical providers, as well as those within the battlefield. 
Additionally, clinicians can access these theater clinical data at 
every military and VA medical center worldwide using the joint 
Bidirectional Health Information Exchange. This serves to improve the 
overall delivery of healthcare home and abroad for wounded and ill 
service members.
    We are expanding our sharing opportunities with the VA, 
establishing a fifth joint venture at Keesler AFB Medical Center and 
the Biloxi VA Medical Center in Mississippi. This new Center of 
Excellence will optimize and enhance the care for DOD and VA patients 
in the area.
    Our joint venture at Elmendorf AFB, Alaska, is another Air Force/VA 
success story. In 2007, the 3rd Medical Group at Elmendorf increased 
their access by more than 200 percent for veterans in areas such as 
orthopedics and ophthalmology. This effort enhanced readiness training 
for 3rd Medical Group medics, and increased the surgery capacity by 218 
percent for the 3rd Medical Group and 239 percent for the VA. Sharing 
our medical capabilities not only makes fiscal sense and improves 
access to care for our patients; it helps to sustain our medics' 
clinical skills currency so we remain prepared for tomorrow.
                   prepare for tomorrow's challenges
Our Medics
    The demanding operations tempo at home and deployed locations also 
means we must take care of our Air Force medical personnel. This 
requires finding a balance between these extraordinarily demanding 
duties, time for personal recovery and growth, and time for family. We 
must recruit the best and brightest; prepare them for the mission and 
retain them to support and lead these important efforts in the months 
and years to come. We work closely with the Air Force Recruiting 
Service and the Director of Air Force Personnel to maximize the 
effectiveness of the Health Professions Scholarship Program (HPSP) and 
recruitment incentives. HPSP is our primary avenue of physician 
recruitment accounting for over 200 medical student graduates annually. 
Once we recruit the best, we need to retain them. The AFMS is 
undertaking a number of initiatives to recapitalize and invest in our 
workforce. Enhancing both professional and leadership development, 
ensuring predictability in deployments, and offering financial 
incentives, are all important ways in which we will improve our overall 
retention.
Graduate Medical Education
    Our in-house Graduate Medical Education (GME) programs offer 
substantial benefits and are a cornerstone for building and sustaining 
our AFMS. The Air Force has 35 residencies in 18 specialties, and 100 
percent of these are fully accredited compared to a national civilian 
average of 85 percent accreditation. This caliber of quality and 
commitment translates to a 95-98 percent first-time board pass rate for 
Air Force, Army and Navy program graduates which meets or exceeds the 
civilian national average for each of our specialties. Two of our GME 
programs, the Emergency Medicine and the Ophthalmology Residency 
Programs at Wilford Hall Medical Center TX, are rated among the top in 
the Nation.
Centers for Sustainment of Trauma and Readiness Skills
    Training our Expeditionary Airmen to be able to respond to any 
contingency is critically important. The Centers for Sustainment of 
Trauma and Readiness Skills (C-STARS) provides hands-on clinical 
sustainment training for our physicians, physician assistants, nurses, 
and medical technicians in the care of seriously injured patients. Our 
medics learn the latest trauma techniques and skills from leading 
medical teaching facilities, including the University of Maryland's R. 
Adams Cowley Shock Trauma Center in Baltimore, MD; the Cincinnati 
University Hospital Trauma Center; and the St. Louis University Trauma 
Center. These C-STARS sites offer an intense workload coupled with 
clinical experience that sharpens and refreshes our medics' trauma 
care. This training increases our knowledge and helps us care for the 
most critical injuries. We are developing plans to enhance training for 
our oral and plastic surgeons to better respond to facial trauma.
Medical Treatment Facility Recapitalization
    Our recent experience re-emphasizes that America expects us to take 
care of our injured and wounded in a quality environment, in facilities 
that are healthy and clean. I assure you that the Air Force is meeting 
that expectation. All 75 Air Force medical treatment facilities are 
regularly inspected (both scheduled and unannounced) by two nationally 
recognized inspection and accreditation organizations. The Joint 
Commission inspects and accredits our Air Force medical centers and 
hospitals, while the Accreditation Association for Ambulatory Health 
Care inspects and accredits our outpatient clinics. These inspections 
focus on the critical areas of quality of patient care, patient safety, 
and the environment of care. All Air Force medical facilities have 
passed inspection and are currently fully accredited.
Telehealth
    Telehealth applications are another important area of focus as we 
seek improvements and efficiencies in our delivery of healthcare. 
Telehealth moved into the forefront with the Air Force Radiology 
Network (RADNET) Project. This project provides Dynamic Workload 
Allocation by linking military radiologists via a global enterprise 
system. RADNET will provide access to studies across every radiology 
department throughout the AFMS on a continuous basis. Its goal is to 
maximize physician availability to address workload, regardless of 
location. Our partnership with the University of Pittsburgh Medical 
Center in this endeavor started over 6 years ago. Together we built 
telemedicine programs across the AFMS through the development of the 
Integrated Medical Information Technology System. This effort is 
providing teleradiology and telepathology to the AFMS. We are 
aggressively targeting deployment of this capability in fiscal year 
2009 to all Air Force sites.
    Also scheduled for fiscal year 2009 deployment is the Tele-Mental 
Health Project. This project will provide video teleconference units at 
every mental health clinic for live patient consultation. This will 
allow increased access to, and use of, mental health treatment to our 
beneficiary population. Virtual Reality equipment will also be 
installed at six Air Force sites as a pilot project to help treat 
patients with post traumatic stress disorder. This equipment will 
facilitate desensitization therapy in a controlled environment.
Benefit Adjustments
    Increased health care demand combined with the current rate of 
medical cost growth is increasing pressure on the defense budget, and 
internal efficiencies are insufficient to stem the rising costs. 
Healthcare entitlements need to be reviewed to ensure the future of our 
high quality medical system and to sustain if for years to come.
                               conclusion
    In closing, Mister Chairman, I am intensely proud of the daily 
accomplishments of the men and women of the United States Air Force 
Medical Service. Our future strategic environment is extremely complex, 
dynamic and uncertain, and demands that we not rest on our success. We 
are committed to staying on the leading edge and anticipating the 
future. With your help and the help of the committee, the Air Force 
Medical Service will continue to improve the health of our service 
members and their families. We will win today's fight, and be ready for 
tomorrow's challenges. Thank you for your enduring support.

    Senator Inouye. Before I proceed with my questions, I 
believe I speak for the subcommittee in thanking all of you, 
and the personnel you command for the service you render us. 
You make us very proud of what you're doing for us.
    If I may, I'd like to be a bit personal about this 
question. A few weeks ago, the men of my regiment got together 
to celebrate their 65th anniversary. And at that time one of 
the fellows piped up and said, ``You know, we're lucky, we were 
in an easy war.''
    By ``easy war'' he meant that the aftermath wasn't as 
stressful and demanding as today's war. Take my case, for 
example. It took me 9 hours, from 3 o'clock in the afternoon, 
to midnight, to be evacuated from the combat zone to the field 
hospital. Today, I suppose, I'd be picked up by helicopter, and 
I'd be in a field hospital within 30 minutes. And that alone 
has made one dramatic difference.
    Today when you look at photographs and go to Walter Reed, 
you will notice that double amputations are commonplace. In my 
regiment, there isn't a single surviving double amp. They 
either died of loss of blood, or shock, or something like that. 
But today, since, well, evacuation is so speedy, and the 
medical technology is so refined, they survive. In my day, 
whenever there's a huge battle, and stretchers are lined up in 
a tent, teams of doctors would go down the line and decide who 
to care for, and who will rest in peace. I was one of those 
selected to rest in peace, because the chaplain came by and 
said, ``Son, God loves you.'' And I had to tell him, ``You 
know, I'm not ready to see God, yet.'' And they changed my 
designation, and put me in surgery.
    That brings me to my question. I note that there's a 
proportionately greater number of those with brain injuries, 
with stress problems, psychiatric problems, than I can remember 
in World War II. Are we making a special effort?
    General Schoomaker. Sir, let me, if I could start by making 
a comment from the standpoint of the Army.
    First of all, I'd be very reluctant to compare the 
sacrifices and challenges facing your generation of soldiers or 
any generation of soldiers, sailors, airmen and marines in any 
war--I think those comparisons are very difficult, and probably 
not for people like me to make. I think we're all struck by the 
sacrifices and the courage that your generation demonstrated on 
the battlefield in defense of this country.
    I would venture to say that many of the challenges that 
your generation of soldiers faced, and marines and others, 
faced, continue to face all soldiers, in all conflicts. And one 
of the things that I think distinguishes this conflict is that 
we, as an Army, and I think we as a joint force are stepping up 
and acknowledging, really, what have been generational 
challenges to all combatants.
    The challenges of post-traumatic stress, which have 
attended every battlefield, probably, since the beginning of 
war, but have not been well documented, well acknowledged, and 
well understood--we're in an era of invention and discovery, 
and of appropriate training for resilience, screening for early 
emergence of symptoms and prevention of longstanding effects of 
combat exposure. In that respect, sir, I would say that we are 
making great headway.
    There's much to be gained, and much to be learned, yet, 
about the overlap between post-traumatic stress symptoms that 
attend a deployment, and especially in an active combat zone, 
and exposure to the horrors of war, and coexisting symptoms 
that may attend, for example, a concussive injury that is 
received as a consequence of blast.
    The second point I would make, is the one that you've made. 
We have made--as Admiral Robinson and Admiral--excuse me, 
General Roudebush have referred to--extraordinary strides in 
breaking what we thought was an unbreakable limit on survival 
of battlefield. In Afghanistan and Iraq today, and conceivably 
in every conflict that we're going to face in this era of 
persistent conflict with an adaptive enemy that uses blast very 
effectively--I've said in many fora that the signature weapon 
of this war is blast. The signature wounds are many, but the 
weapon is blast.
    We are encountering a constellation of injuries, and 
psychological challenges that are heretofore unprecedented in 
terms of survival. No, even civilian trauma center, sees the 
degree, and we know that because we bring civilian 
traumatologists to Landstuhl, and we take them into Baghdad. We 
take them into Balad, and we take them into Evensina, and we 
let them operate with us, and we let them observe what our 
soldiers and marines and sailors and airmen are exposed to. And 
they come away saying, ``We don't see this degree of trauma.'' 
And yet, at the same time, ``We don't see this survival.''
    And that is the consequences, as Jim Roudebush has said, of 
this enormous cooperation across the services, in our joint 
theater trauma team, and our registry and in real-time revision 
of our practices and our procedures and our devices that have 
kept soldiers from the point of injury to the VA hospitals or 
civilian network hospitals, or military hospitals back home, 
improving all along the way.
    So, yes, sir--we are making great strides--it's an era of 
discovery.
    Senator Inouye. Well, I'm glad we've recognized that 
there's such a thing as stress disorder. I can still remember, 
because I'm old enough to--when in the ancient war, World War 
II, a well-known general slapped a soldier because he was 
afraid, and after the Vietnam war, we looked down upon those 
who said, ``I've got stress disorder,'' that they were just 
moaning and squawking and lazy.
    But, I'm glad you realized the real thing, now I hope we 
can do something about it, because in that ancient war, at 
least we knew who'd be shooting us--they were in uniform. 
Today, there's no one in uniform on the other side. Somebody 
who may be the friendliest-looking fellow, may be the most 
violent enemy you have.

                        RECRUITING AND RETENTION

    So, my second question is, in light of the changes in 
medical service, are you having a terrible time in recruiting 
and retaining? Because I know the, on the outside world they're 
having the same thing, there are not enough nurses, there are 
not enough specialists--how about the Navy?
    Admiral Robinson. Senator Inouye, we are having difficulty 
in recruiting and retaining in that we are in the competitive 
market of the entire Nation, and we have a few things that the 
entire Nation doesn't have, and that is a volunteer force 
that's fighting a war. So, there are challenges that do present 
themselves from a medical recruitment and retention 
perspective.
    Second, the optempo that we have and the repeated trips 
into war zone or repeated trips into operational environments 
become a stressor, not only on the individual--which probably 
has a direct effect in the amount of psychological stress that 
occurs--but additionally it has a huge effect on the families.
    If you take generations of servicemembers in the past, most 
were unmarried. If you take our present generation of 
servicemembers, most are married. So, therefore, there is a new 
dynamic that has been introduced into the recruitment and into 
the retention calculus, which includes that family.
    So, there are lots of factors that are making it a little 
bit more difficult to attract people and bring them in. But I 
would say that we've made significant advances in the last 
several years on the Navy side, by making sure that we, medical 
professionals, are directly involved in going to medical 
schools, and going to professional organizations, and actually 
talking about what we do, and what we need, and what people can 
get from service to the country. Because, as an all-volunteer 
force, there are a lot fewer people today in the recruitment 
pool than in years past, but certainly the necessity of making 
sure that people understand what we need, and their obligations 
to the country, is huge.
    I think that we are slowly making turns, and I would also 
say that the retention and the bonus systems that you have 
applied for our medical officers--for our medical service Corps 
officers, our psychologists, our licensed clinical social 
workers, has made--our dentists, also, and our nurses--has made 
a tremendously positive impact in becoming more competitive in 
the job market.
    So, that's a mixed answer. I think there are some trends 
that are hopeful, but there are also challenges, particularly 
with families and with some of the new dynamics of optempo that 
we'll have to take into account.
    Senator Inouye. General--General Roudebush--do you believe 
that the personnel, in the medics--I'm talking about the 
family--doctors and physicians and nurses--do you believe that 
they are appropriately recognized by the people of the United 
States?
    To put it another way, is their morale high, or low?
    General Roudebush. Sir, the morale is good. I would share 
the concerns of General Schoomaker and Admiral Robinson, in 
that as we work to recruit the best and the brightest from a 
rather diminishing group of willing candidates in the United 
States, it is more challenging to bring these individuals on.
    But the things that we need to provide them, one, in terms 
of proper compensation, we have a special pays process and 
foundation that has not been changed drastically over the last 
10 to 12 years. In the last year or two, we have made a lot of 
progress--and thank you for helping us do that--in order to 
move that forward, and to make the compensation more 
competitive.
    But it goes beyond that. It goes to the working 
circumstances, the environment of care. As General Schoomaker 
pointed out, many of our facilities are aging. It is difficult, 
in some circumstances, to provide the quality of care that we 
need to because of aging infrastructure, but we are working 
through that.
    I will tell you that what underpins the morale most firmly, 
however, is the services that these individuals provide. Quite 
often, a deployment will be--it always is--a very challenging 
opportunity, but it's not uncommon for it to be a life-changing 
opportunity. And I'll talk to physicians or nurses or 
technicians at Balad or Kirkuk, or Bagram, and they will tell 
me, ``This is what I am trained to do. This is one of the most 
meaningful moments in my life.'' Being able to use their 
talents, use their skills, in a way that truly makes a 
difference--and come home and continue to do that. Because the 
care and the rehabilitation and the ongoing care of these men 
and women who go in harm's way, is a challenge. We are 
certainly working through that.
    But, the fact is, the morale is good. But, we need to pay 
attention to all of those factors, in terms of operations 
tempo, our facilities, our compensation system, and our 
graduate medical education in order to remain competitive and 
retain these folks. There is a high demand for our military 
medical professionals in the private sector. These are folks 
who come out with skills, a demonstrated sense of purpose, and 
ethics, and they are incredibly valuable, and are compensated 
appropriately in the private sector.
    So, it's a demanding environment, but sir, the bottom line 
is morale is good.
    Senator Inouye. Thank you very much.
    Senator Stevens.
    Senator Stevens. Thank you very much.

                    RECRUITMENT FROM MEDICAL SCHOOLS

    Admiral, you mentioned, the recruitment is fairly low, now, 
from medical schools. Do you have any idea what percentage of 
medical school graduates entered the military services?
    Admiral Robinson. Sir, I could not tell you the number of 
medical school graduates that enter military service.
    I can tell you, that in our HPSP--the Health Professions 
Scholarship Program--that we have--we have not met our goals 
for the last several years, as I mentioned in my opening 
statement, but we have increased the numbers, and we are 
probably at the--in the 60 to 70 percent range of making goal, 
and that seems to be trending upward. But total numbers of 
physicians coming out of medical school, coming into military 
services, is going to be a very, very low number. But I cannot 
give you that number. I will try to get it--unless someone else 
has it.
    General Roudebush. We have looked at that, in terms of the 
percentage of individuals in medical school classes that are 
willing to consider the military, and it's less than 10 
percent. It's probably more on the order of 7 or 8 percent. So, 
it's relatively low.
    Senator Stevens. Some time ago, I proposed that those 
people to receive a financial assistance from Federal taxpayers 
for graduate education, be compelled to provide service to some 
form of our Federal Government--not necessarily the medical 
side.
    But I'm disturbed to hear that, because I think the bulk of 
those people that are going through graduate schools today are 
receiving substantial Federal assistance. And it does seem to 
me that there's an obligation to serve, to deal with the great 
problems of those people who are in harm's way right now.
    Let me ask you this, General Roudebush. I'm sure you know, 
and you just gave the 3rd Medical Group at Elmendorf, I 
believe, we have a situation there where the Air Force is 
caring for the 4/25th Combat Brigade, and the combat team 
that's come back to our State--and doing very well. Is there 
any other place where we're taking care of the returning 
veterans of one service in the hospital of another service?
    General Roudebush. Oh, yes, sir. And I would begin with the 
wonderful care that our airmen receive at Walter Reed and 
Bethesda, in terms of care of their injuries, and as we 
transition and take care of soldiers and sailors at our 
facility--whether it's Elmendorf in Alaska or Wright-Patterson 
in Ohio, or Wilford Hall in Texas--we do see each other's 
soldiers, sailors, airmen and marines.
    I think it's important to note that one of the key values 
of our military healthcare system is that we have developed 
centers of excellence, and I'll let General Schoomaker and 
Admiral Robinson talk about that. But in terms of amputee care, 
there is no place better than Walter Reed, or Brook Army 
Medical Center, in terms of head injury care, there's no place 
better than Bethesda Naval Hospital.
    The Center of Excellence for Psychological Health and 
Traumatic Brain Injuries is a joint endeavor, and actually as 
we move toward the base realignment and closure (BRAC) 
implementation, these large platforms will, in fact, be joint.
    I have Air Force physicians, nurses, technicians, working 
at Walter Reed, for example. We certainly share the platform at 
Brooke Army, and we work very closely with our allies in Alaska 
to take care of the folks there in Anchorage, as well as in 
Fairbanks.
    So, it's a very collaborative environment that allows us to 
serve our servicemen of whatever service, close to their home, 
or in the best circumstances possible.
    Senator Stevens. Well, I would hope that there would be a 
better integration--particularly of knowledge of the expertise 
of particular areas, as you've mentioned, for dealing with some 
of these specific cases of people who are coming back who have 
a really different problem than the bulk of those who are 
returning. And I think that's true for those people who have 
been involved in units such as the Stryker units, where if they 
have any problems, they really have pretty severe problems. I 
would hope that there would be further integration.
    General Roudebush. Sir, I might add that the Air Force is 
very proud of our ability to both be critically centered in the 
saving of these lives, forward, in the joint theater trauma 
system, but then through the aeromedical evacuation system, our 
critical care, our medical transport teams, to bring these 
severely injured servicemen and women back home to their 
families and definitive care, where it's best applied. Whether 
it's at one of our military centers of excellence, or one of 
our VA polytrauma centers, which are superb in treating some 
very, very significant and very complex injuries.
    So, it really is an interdependent and interoperable system 
that's providing care that heretofore has never been seen.
    Thank you.
    Senator Stevens. General Schoomaker, and Admiral Robinson, 
I'm interested in the comment that General Roudebush just made, 
concerning Walter Reed and Bethesda. We have a BRAC deadline 
for completing the integration of these facilities now, and 
some of us are--I'm one of them--are not too happy to see a 
total integration of those two facilities--what is going on out 
there, and will they meet the deadline?
    General Schoomaker. Well, first of all, sir, let me just 
quickly echo what General Roudebush commented about, about the 
jointness of care. You know, the color and type of a uniform 
really makes no difference when it comes time to taking care of 
a warrior.
    Senator Stevens. It's not that--not that. I was concerned 
about whether or not there was access to these various 
entities, without regard to uniform.
    General Schoomaker. Oh, yes, sir, there's--I mean if you go 
to Landstuhl today, it's very hard to tell a Navy corpsman from 
an Air Force critical care doc, from an Army nurse----
    Senator Stevens. I'm not talking about them, I'm talking 
about people coming in.
    General Schoomaker. Exactly, sir. We are mixing the joint 
force to care for them, and we ecumenically care for the 
combatant, independent of what uniform they have. And I think 
one of the strengths as Admiral Robinson has mentioned, is that 
we are a disseminated system of direct care that can provide 
access to all of these.
    As far as the integration and co-location of facilities in 
the National Capital Region, integration of the National Naval 
Medical Center, Bethesda, and Walter Reed Army Medical Center 
has been ongoing, now, for a number of years. It's--full 
integration is very close, at this point. The Departments of 
Orthopedics and Rehabilitative Services, Departments of 
Obstetrics and Gynecology, medicine, surgery, these are all--
and neurosurgery--these are all integrated programs now. We 
have a single chain of clinical command and directorship for 
Navy and Air Force--excuse me, Army services between, and the 
National Naval Medical Center, Bethesda, and Walter Reed, and 
have been working on that for a number of years. When Admiral 
Robinson commanded Bethesda, and I commanded Walter Reed, we 
worked very closely in this.
    Co-location of the two facilities is what's going to be 
culminated in the final building of the Walter Reed National 
Military Medical Center, and the closing of Walter Reed, and 
the coalescence of the two facilities in one. But integration 
is ongoing, and it's very--being very aggressively pursued, and 
very successfully so, sir.
    Senator Stevens. And what's the use of the old Walter Reed 
going to be? What is the plan for that?
    General Schoomaker. Sir, that's not for me to say that. 
Under BRAC law, that's going to be turned over to other 
elements of the Federal Government, I understand the General 
Service Administration, Department of State have put a claim on 
that. But I don't have any notion of how it's going to be used.
    Senator Stevens. We have been looking at the conversion of 
medical to civilian activity as far as the treatment is 
concerned. Is there a plan in place for the conversion of these 
people over a period of time who are getting training and care, 
in your military medical facilities, is there a plan for, and 
do you follow a plan with regard to conversion over civilian 
treatment?
    General Schoomaker. Yes, sir. That's been ongoing from the 
beginning. Whether it's in the VA system, or whether it's in a 
network of private care, in partnership with our management 
care support contractors--all of the services--Admiral Robinson 
referred earlier to the Navy model of a more distributed, 
disseminated model that puts care closer to the home, and the 
home unit of the marine or the sailor. The Army uses a more 
centralized model, but still promotes getting the soldier and 
his or her family as close to home--or the parent unit--as 
possible, as close as possible and----
    Senator Stevens. Well, I'm taking too long. But my main 
concern is bringing these people--our people that have been 
assigned to Alaska, they're bringing back to Alaska, they're 
going to the Elmendorf hospital, regardless of what service 
they're in, and then there's a transition. Normally if they 
were at--in what we call the outside, the South 48--the 
transition would be to the VA. We don't have a VA facility.
    General Schoomaker. Yes, sir.
    Senator Stevens. We have to transition automatically to 
civilian operations for civilian care. And civilian care in our 
State is limited--just as you are competing for doctors, we're 
competing for doctors, and they're not there right now.
    General Schoomaker. Yes, sir.
    Senator Stevens. So, what is the plan for people in those 
circumstances--will they be moved back to Washington to 
somewhere else, if there's not a VA hospital?
    General Schoomaker. Exactly, sir. I mean, we try to target 
the care, especially for a persistent wound or injury or 
illness to where they can best receive that service--civilian, 
VA, or military direct care system, and in compliance with the 
needs and requirements of the family and the soldier. And 
that's a very, very individuated decision.
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    Senator Stevens. Well, that worries me, because our State 
has the highest level of volunteers, per capita, in the 
country. And as they're coming back, they're going to the 
military hospital in Anchorage, the Air Force hospital. Some of 
them are going to Bassett up in Fairbanks, but not many. And 
once they're through that care, it looks like they're going to 
be shifted back outside, and their families are still in 
Alaska.
    I would hope that somehow we would work out some kind of a 
VA--a concept for Alaska--so they don't have to be moved back 
outside to go through VA, and then moved back into Alaska when 
they finally transition into civilian care. Most of these are 
very long-term care we're talking about.
    Admiral Robinson. Senator Stevens, one aspect that probably 
is also helpful in the continuum of care as a member, is 
transition from active duty, goes through a disability 
evaluation process--and it does depend on how that process goes 
in percent--that member and family often are then able to 
obtain TRICARE benefits which would be directly usable in any 
of the treatment facilities in Alaska, in the sense that 
TRICARE would then become one of the methods that could be 
utilized.
    It's not completely satisfactory--I understand your dilemma 
in Alaska--but it certainly is one of the other aspects of care 
of our returning warriors.
    Senator Stevens. Well, in our State that would be 
transition in many of the rural areas, Indian Health Service 
hospitals. I don't know whether you've ever worked out any 
arrangements with them, but I'd encourage you to do so.
    Thank you very much, I've taken too much time already.
    Senator Inouye. Senator Mikulski.
    Senator Mikulski. Thank you, Mr. Chairman, and gentlemen 
for the excellent testimony.
    All of us recall where just a very short time ago, this 
room was jam-packed for a hearing on military medicine because 
of the press accounts on the Walter Reed scandal. We want to 
thank you for what you've done to clean that up, and that's 
going to be, really, my line of questions.
    We want you to know, we're on your side. For those of us 
who've never worn a uniform, know that we feel that the best 
way to support our uniformed services, is not only in the 
battlefield, but with military medicine. And the opstempo that 
you face, the challenges of a war that's gone on for so long, 
the volume of injury, the new kinds of injury, and the old 
kinds of injury. And what we see is almost a 50-year war, in 
the sense of, not over there, but when we look at these men and 
women who've come back, some bear the permanent wounds of war, 
all will bear the permanent impact of war, and we need to know 
what that means--from stress to terrible injuries like 
amputation.
    So, what I want to follow in my line of questions today is, 
what did we do in response to Walter Reed, and I'd like to 
refer in my questions to the Dole-Shalala report, which I think 
was a definitive report, and gave us benchmarks and guidelines 
about where to go.
    I'd like to thank General Pollock, General Schoomaker, 
who--during the interim of change from one Surgeon General to 
the other, really stepped up to the plate and, I think we owe 
her a debt of gratitude, and we'll be talking to them about the 
nursing shortage later.
    But here's what Dole-Shalala said, ``We need to serve those 
who were injured, support their recovery and their 
rehabilitation, and simplify the complex system that frustrates 
soldiers and families.'' Their very first recommendation was, 
create a patient-centered recovery plan. And with that, I 
believe you've established something called the warrior 
transition units (WTUs)--that, in other words, it was not only 
the brilliant work done on the battlefield, at Lundsfeld and 
the hospital here--or even at Walter Reed itself--but it was 
what happened when they transitioned from acute care to 
outpatient care, that people began to fall between the cracks.
    Could you tell us what you've done to implement Dole-
Shalala, to create a patient-centered recovery plan? Where are 
we on the warrior transition units--do we have enough of them? 
Do we need more people? Do you need more money? What do we need 
to do to implement Dole-Shalala?
    General Schoomaker. Yes, ma'am, thanks for that question--
and you're absolutely right, we owe a great debt of gratitude 
to Major General Pollock, who stepped into the breach as the 
acting Surgeon General during that time, and really took the 
bull by the horns, as we were working at the operational level 
to make changes.
    Probably, in a nutshell, I would say that what the Army 
did, almost immediately, was to stand up a program we call the 
Army medical action plan. And a commission chartered by the 
Chief of Staff of the Army, the Secretary of the Army, and 
overseen very, very closely by the Vice Chief of Staff of the 
Army, Dick Cody.
    The Army medical action plan, overseen by Brigadier General 
Mike Tucker, who served as my Deputy Commander at the North 
Atlantic Regional Medical Command, and then later was elevated 
to an Assistant Surgeon General, the first Assistant Surgeon 
General for Warrior Care and Transition. The Army medical 
action plan began immediately to identify problems, to work 
closely with the Independent Review Group, chaired by former 
Secretaries of the Army----
    Senator Mikulski. Please, General, I have limited time.
    General Schoomaker. Yes, ma'am.
    Senator Mikulski. Tell me what we're doing for patients, 
rather than military bureaucracy and acknowledging the 
wonderful people who did it.
    General Schoomaker. Ma'am, the answer was intended to 
describe that, as Dole-Shalala stood up, we took every idea and 
every recommendation of Dole-Shalala on the fly, and applied 
that. And the Army today has created that patient-centered 
program that is described, is working very closely with the VA 
and the other services to provide the care that Dole-Shalala--
--
    Senator Mikulski. But how many do you have?
    General Schoomaker. I have 35 warrior transition units, we 
currently have 11,280 soldiers, warriors in transition that 
have been taken out of a variety of units in the Army with 
wounds, illnesses or injuries--many non-battle related--and are 
now cared for in a patient-centered focus around a triad of 
care. A squad leader at the small unit leader level, a nurse 
case manager, and a primary care physician.
    Senator Mikulski. General, let me go to the case managers, 
because in February 2007, besides the fragmented senior 
leadership--which obviously, from your description, has been 
corrected--there was a lack of integrated casework. There were 
no, really, primary care managers. The nurse case managers had 
been eliminated, in yet one other DOD reorganization plan years 
ago. There were no advocates, forgotten families, complaints 
fell on deaf ears--you know them, I don't need to give the 
laundry list.
    Can you tell us now where we are in the case management? 
And do you really have enough of these warrior units--I think 
the military action plan is a great way for implementing the 
Dole-Shalala recommendations. But, where are we on the care 
managers? What is the ratio? The nurse case managers, with the 
nursing shortage? Do you have enough? Is there an ombudsman in 
every unit?
    General Schoomaker. Yes, ma'am. It's very, very closely 
monitored--thanks for that question--it's very closely 
monitored----
    Senator Mikulski. Because it goes to your human capital 
needs.
    General Schoomaker. Yes, ma'am.
    Senator Mikulski. These are not meant to be, ``Are you 
doing your job?'' it's how do we all do our job?
    General Schoomaker. Well, I think what the Walter Reed 
experience taught was that we had drifted over the last two 
decades to a model of pure inpatient and outpatient medicine, 
and we'd forgotten much of what Senator Inouye's generation was 
exposed to, which is an intermediate rehabilitation capability 
that had transition from one to the other. We've recreated 
that. And we've partnered with the VA and with the private 
sector, now, to have a very comprehensive handoff--we call it a 
comprehensive care plan--that begins almost from the point of 
injury, and throughout the acute phase, the recovery phase, and 
the rehabilitation phase, even into the VA or the private 
sector, we have a system of administrative leaders, of 
clinicians, and of nurse case managers, working in close 
relationship with VA coordinators, as well, to ensure that 
we've got this warm handoff taking place.
    Senator Mikulski. Well, that's the plan, but let me go 
again. Do you have enough nurse case managers?
    General Schoomaker. Ma'am, we've managed--we manage that 
very closely, we monitor it, our ratios--our expected ratios of 
nurse case managers to warriors in transition is 1 to 18. We 
closely monitor that to ensure that we've--we are safe in all 
regards.
    I would have to say, as the population continues--as we 
identify more soldiers that are better cared for in the WTUs, 
we bring them in and bolster the----
    Senator Mikulski. And remember, these are not accusatory 
questions----
    General Schoomaker. No, ma'am.
    Senator Mikulski [continuing]. These are how do we get to 
make sure?
    General Schoomaker. And there's probably no group in that 
triad of care right now that is more challenging to recruit 
than our nurse case managers.
    Senator Mikulski. And we're going to come back to that.
    Does every unit have an ombudsman?
    General Schoomaker. We have 29 ombudsman across the 35 
units, some of them are regional in their focus, but they have 
access to an ombudsman in every warrior transition unit. And in 
the large ones, we have assigned one or two ombudsman directly.
    Senator Mikulski. And we asked that a hotline be 
established, so that if you had a problem----
    General Schoomaker. Yes, ma'am.
    Senator Mikulski [continuing]. You could dial 100, 1-800, 
Hi Army, I need help.
    General Schoomaker. We have a 1-800 line, I'd be happy to 
pass a card to you. We pass these cards out to every family 
member and soldier and members of the community. Any question 
about any aspect of anything, from pay to housing to nonmedical 
attendants, we've got a hotline that solves the problem. We've 
taken about 7,000 to 8,000 calls in the last year to this 
hotline.
    Senator Mikulski. Well, I just have one other area of 
questioning and come back, because this is really digging into 
it.
    Coming again back to Dole-Shalala in our own conversations, 
it says to restructure the disability systems, and we need to 
have a seamless effort between VA and DOD. One, the transition 
of the warfighter from military to VA, and that goes to the 
transition of care, and then this whole issue of reorganizing 
the benefit structure.
    Both you and, also our other Surgeons General, how do you 
think that's working? The feedback I get anecdotally in my own 
State is that it is enormously uneven, that the real problem--
one of the real problems here in implementing the 
recommendations from Dole-Shalala is that the connect between, 
I'll call it DOD medicine, and then VA--both particularly in 
the areas of disability benefits and handoff--can be 
disjointed.
    General Schoomaker. Ma'am, the current system of 
disability, the VA and DOD systems, was developed 50 to 60 
years ago, in an era in which, as Admiral Robinson said, our 
soldiers, sailors, airmen, marines were largely single, we did 
not have a TRICARE healthcare benefit, and we did not have the 
complex wounds that we see today.
    In 2008, what we're now faced with is a system of 
disability adjudication in the DOD that largely focuses on 
whether you're fit for duty or not, and then adjudicates 
disability based upon that single unfitting condition, even if 
you've got a variety of other injuries or problems, and even 
using the same tables of disability that the VA uses.
    The VA then turns to the same soldier and says, ``I will 
now assess disability based upon the whole person concept, and 
your employability and your quality of life.'' The military 
attaches to the disability adjudication for that single 
unfitting condition, whether or not you have access to lifetime 
benefits for TRICARE. And for a family who is seeking, and a 
soldier who is seeking disability at a threshold, 30 percent, 
that then gets them access to TRICARE, they see the military as 
being stingy for them, while the VA does not.
    Until we have a single system of disability adjudication, 
and a national debate about what service and injury or illness 
in-service warrants that soldier, sailor, airman, marine, we 
will not resolve the flashpoint injury--the problem of the 
physical disability evaluation system.
    Senator Mikulski. Well, there's an 18-month backlog in 
getting evaluated for VA disability. That is the subject of 
another hearing, General, and not your responsibility, but it 
is.
    But it goes to what Senator Stevens raised about the Alaska 
soldiers. What I hear from my own--a lot of my own military 
that have suffered injuries, is the reason they seek a 30 
percent or more disability, it's not for the money or 
commissary privileges, because they'll stay in TRICARE. And in 
TRICARE they feel that they have a medical home, and they know 
the rules of the game. And that medical home means they can 
have access to military facilities, where those academic 
centers of excellence or others in their own community, but 
they know they will have a home.
    When they worry that if they go to VA, the disability 
ascertainment is prolonged, there's enormous stress on them, 
you have to go to the VA facilities. They feel that they're 
going into a black hole that they don't know from which they're 
going to emerge.
    So, what they like about the military and TRICARE, is they 
feel it's been their one-stop shop, even as they might be 
transitioning to civilian life.
    And, what we worry about, then, because it's really been 
the Walter Reed scandal, and then these excellent commission 
reports that was to drive, pretty strongly, that there be this, 
really, seamless connection between DOD, military medicine, and 
the transition. So my question is, do you feel--in addition to 
the need for a national debate, and I agree--do you feel that 
this is really happening? Do you feel that there is this same 
sense of urgency when this was all over CNN?
    General Schoomaker. Ma'am, I think there's a great sense of 
urgency, and we have a pilot program right now in the National 
Capital area in which we're looking at a large number of 
soldiers, marines, and others to see if we can't smooth out and 
reduce the bureaucratic hurdles and hassles associated with the 
physical disability system in--under current law.
    But I want to say that I think we all recognize that we 
still have this 500-pound gorilla in the room, and that is the 
threshold of disability and a single adjudication of disability 
that access----
    Senator Mikulski. And who would make those decision?
    General Schoomaker. Ma'am, that has to--that is--that is in 
law, and without changing the law----
    Senator Mikulski. But who makes the recommendations to 
change the law?
    General Schoomaker. I think right now the Senior Oversight 
Committee that is meeting between the VA and the DOD and is in 
a position to help make----
    Senator Mikulski. But we're looking for the 
recommendations. Do we ask that of Secretary Gates, the 
Secretary of the VA, do we ask for a conversation with the 
President, how do we get these changes?
    General Schoomaker. I think that at the Secretary level is 
probably where it needs to begin.
    General Roudebush. Ma'am? I agree. I think it does get to 
the secretarial level and above, because what you're--you are 
doing is you are making a decision based on both medical and 
administrative pay and benefit issues that encompass the entire 
benefit for that individual. So I think it does rightfully 
accrue to the leadership positions, and I would echo General 
Schoomaker.
    At the Senior Oversight Committee, which is co-chaired by 
Deputy Secretary of Defense Mr. England, and Deputy VA 
Secretary, Mr. Mansfield, there is a sense of very important 
urgency to get this right, in order to be able to do that 
across the entire spectrum of activities to include medical.
    Senator Mikulski. Well, I've exceeded my time and we'll go 
to this.
    First of all, know that I believe real progress has been 
made. So, I believe that real progress has been made, and we 
thank all who were involved in that. I think there's still much 
to be done, because these military warriors--these warriors are 
going to be with us a long time and we have an obligation. And 
not only where there's been these severe injuries.
    Then there's this whole impact on the families. You said 
they were mostly single. Well, they also had a mother. When I 
visited these bases, it's either the spouse or the mother 
that's there. We viewed them as unpaid attendants, and if we 
get an opportunity for a second round, we'll be talking about 
the family. But, I think we're looking forward to regular 
reports and conversations on how to implement this, and we have 
to ask the Secretaries about this.
    And, Mr. Chairman, I think it might be the subject of 
another hearing, particularly also with our colleagues in VA.
    Anyway, thank you very much.
    Senator Inouye. Thank you.
    Senator Murray.
    Senator Murray. Thank you very much, Mr. Chairman.
    And thank you all for being here today, for your testimony, 
and for the work that you do for the men and women who serve 
our country. It's an honor for me to follow the angel on our 
subcommittee, and thank her for all of her work, as well as our 
chairman.
    We were here 1 year ago under a lot of stress and looking 
at a system that was literally broken. And we have made a lot 
of progress, not just at Walter Reed, but across the country, 
out in my State at Madigan and other facilities. I've been 
there, I've been on the ground, I know that we're making 
changes, but I also agree with Senator Mikulski, we still need 
a sense of urgency. There are big questions left remaining. It 
is about how we work our way through this, but also how we have 
the resources to do it. And it's making sure that we have the 
commitment from this administration and from Congress to back 
them up. I know the American people are there, that when we ask 
someone to serve our country, we have to be there to follow up 
with the money to take care of what we--what their needs are, 
and I think that's part of what the challenge is that we face.
    Senator Mikulski asked a number of questions about the 
whole process. Let me focus on a very real concern that I still 
have that really still needs a sense of urgency, and that is 
the invisible wounds of war, the psychological needs of our 
soldiers when they come home. I know I've talked to soldiers 
and airmen and, of all of our components who feel like they're 
a left behind because the American people can't see their 
physical wounds of war.
    And we still have tremendous challenges in front of us. The 
MHAT 5, that was recently released, illustrated the 
psychological stress that our deployed servicemembers are 
under. I was concerned because this study only focused on the 
active duty. We have a large Reserve component, and 
particularly the National Guard that has really unique 
concerns. They've been deployed and redeployed, and it seems to 
me that there are no near-term plans to discontinue the use of 
our Reserve component. So I wanted to ask you, do you think 
it's important to evaluate their overall health, as well?
    General Schoomaker. Yes ma'am, I think MHAT 5, the Mental 
Health Advisory Team 5th iteration, fifth year, really focused 
on two active component brigades only because of the force mix 
that was in-theater at the time, Afghanistan and Iraq. In past 
MHATs, they've also studied Reserve component brigades.
    And this is one Army, ma'am, we are as concerned about the 
mental health challenges for the National Guard and Reserve as 
we are for our active component. In fact, as is pointed out by 
their leadership and by their State's representatives, they 
frequently have to go back into parts of America, as Senator 
Stevens has said, where we don't have access to the direct----
    Senator Murray. That's correct.
    General Schoomaker [continuing]. System, the VA system is 
even sometimes not readily available.
    Senator Murray. Do you intend to do an evaluation?
    General Schoomaker. Yes, ma'am, we're following that very 
closely, we're working with the Reserve component to look at 
the best solutions for those soldiers as they----
    Senator Murray. I would like to be kept up to date on what 
your--what your evaluations are and your recommendations from 
those.
    General Schoomaker. And, ma'am, you need to understand, 
too, they're held to the same standard that--upon return and 
reintegration, 90 to 180 days after being redeployed, they have 
to go through a post-deployment health reassessment that 
screens for the symptoms of post-traumatic stress.
    Senator Murray. Right. I am told that in the first part of 
the war, the ratio of servicemember to psychological healthcare 
provider in-theater was close to 800 to 1. We've been working 
on this and trying to improve it, but it's back up to 740 to 1 
and rising. What is being done to reverse that trend?
    General Schoomaker. Ma'am, we've always stayed below what 
our target was, which was better than one behavioral health 
specialist to 1,000 soldiers.
    We've--our biggest problem, I would have to say--and we've 
revised this on the fly--is the distribution of our soldiers. 
Many of our soldiers, especially in Afghanistan and other parts 
of Iraq, work in very distributed teams that are not accessible 
to our forward-operating bases and places where we have a 
density of--of mental health workers.
    What we've done is to try to redistribute mental health 
workers. We work closely with the Air Force at Bagram, for 
example, which has got the lead on much of the healthcare in 
the Bagram area, to get care out to the individuals.
    We're also----
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    Senator Murray. Is the--is there a challenge in filling the 
billets for healthcare, mental health?
    General Schoomaker. Oh, yes, ma'am. Our behavioral health 
specialists, psychologists, social workers, psychiatrists are 
some of the most frequently deployed.
    Senator Murray. Is that true across the services?
    General Roudebush. Yes, ma'am, it is.
    Admiral Robinson. Yes, it is.
    General Roudebush [continuing]. We have Air Force providers 
in support of Army units and other distributed units. So it's a 
very joint approach to that. And I would emphasize that it also 
goes beyond, although it focuses appropriately on the mental 
health and behavioral health professionals, we are sure that 
our other providers--both our critical care and our primary 
care providers--are also trained in detecting and treating 
issues relative to behavioral or mental health concerns, and to 
be able to trigger and get the individual to more definitive 
care, if required.
    So, it's a broader system than just the mental health 
professionals, but obviously that's a key and critical part of 
it.
    Senator Murray. I think it's one that we do need to focus 
on. And interestingly, I have a member of my staff who is a 
psychiatrist and he tried to volunteer his time to help 
servicemembers and their families who have TBI and PTSD, and 
was told that he couldn't volunteer. And I know, if he's one 
psychiatrist who's willing to do that, there are others. Any 
idea how someone can volunteer?
    General Schoomaker. Actually, the American Psychiatric 
Association has come forward with an offer of individual 
volunteers. What we try to do is provide that knowledge to 
patients.
    Our problem is, we cannot certify thousands of voluntary 
psychologists or psychiatrists, under our system, but we can 
certainly give our patients----
    Senator Murray. But if they are certified----
    General Schoomaker [continuing]. Access to the----
    Senator Murray [continuing]. Psychiatrists, is there a way 
for them to provide a service, at a time when we need----
    General Schoomaker. We can get back to your staff and talk 
to you.
    Senator Murray. I would like to know that. I mean, I'm sure 
there are other people in the country today----
    General Schoomaker. Yes, ma'am.
    Senator Murray [continuing]. Who feel very strongly----
    General Schoomaker. The APA has been forthcoming.
    Senator Murray [continuing]. About supporting our soldiers 
when they come home. They are certified and it seems to me 
that, you know, we ought to be using them.
    General Roudebush. Yes, ma'am, in fact we do some of that 
through the auspices of the Red Cross, we do have medical 
professionals who volunteer, both home and we've had 
individuals at forward locations, at Landstuhl, for example, in 
that regard, so I really appreciate your interest in that.
    Senator Murray. Okay.
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    Let me ask specifically about suicides. Because the suicide 
rate is very disturbing--as it should be--to all of us. And I 
know the military says that personal and family problems 
contribute to the increase, but it's also apparent that there 
are other significant contributors--increased lengths of 
deployment, repeated deployments, decreased dwell times--I 
think we all have to agree have had a huge impact on the 
psychological health of the men and women who are serving us.
    I know that there are several initiatives in the military 
to reduce the stigma of seeking mental health, and to providing 
professional mental health care. I'd like to ask you all how 
you see the efficacy of those initiatives today?
    General Roudebush. Ma'am, I can speak to the Air Force 
Suicide Prevention Program, which was initiated in 1996, which 
is a broad-spectrum, community-based program which focuses on 
both the individual de-stigmatizing the act or the request for 
getting help, but also leverages all of the capabilities--
whether it's mental health, family support----
    Senator Murray. Do you see it working?
    General Roudebush. Our suicide rate is 28 percent lower now 
than it was in 1996 when this was implemented. And the program 
has been reviewed by the fact and outcome-based entities within 
the United States, and has been found one of the few that 
truly, substantively works.
    Senator Murray. Admiral.
    Admiral Robinson. I think there are a couple of factors 
that are very important in the suicide rate. First of all, it 
is the number of exposures to stress, the number of exposures 
to the types of things that will create destabilizing, 
psychological events in one's life. And so, therefore, you need 
to look at who's, in fact, going forward, fighting, and being 
exposed to that repeatedly, as you're looking at the total 
psychiatric, psychological health and emotion health of an 
individual, and their family.
    The second factor is, there has to be embedded--and I think 
that I will emphasize embedded--mental health professionals--
not always psychiatrists, but social workers, psychiatric nurse 
practitioners, psychologists, psych technicians--that are with 
the units so that the stigmatization and other things become 
much less because that person, those team of people, become a 
lot less.
    Senator Murray. And you have that?
    Admiral Robinson. We have OSCAR units, we have seven. We 
think we need 31, so to your question of numbers--yes, we do 
not have enough, we need more, and it is exceptionally 
difficult. And then if you take into consideration that those 
psychologists, psychiatrists and mental health professionals 
are deploying at about the same rate as my general surgeons, 
you will see that trying to get people to stay under those 
types of circumstances becomes problematic. So, those are 
issues that need to be considered.
    And third, there has to be training and teaching that 
occurs at all levels--it has to be from the recruit to the war 
college, it has to be the lowest level, and it has to have line 
leadership that is involved with it. It is not a medical issue, 
per se, it is actually a line and a leadership issue. Medical 
takes the lead on the education, line takes the lead on the 
implementation, and utilizing it, and getting it out to the 
people that need it.
    So, those factors, I think, when you consider them, will 
reduce some of the issues with suicide, and with psychological 
issues----
    Senator Murray. But I'm hearing you say we still don't have 
enough of that, across-the-board professionals on the ground, 
and that's a concern.
    General Roudebush. That is correct. We do not have enough.
    Senator Murray. General.
    General Schoomaker. We are greatly concerned about--the 
Army is greatly concerned about the trends in suicide, and we 
are looking very carefully at this. We have a general officers 
steering committee that has met several times, and is 
recommending expansive changes to the leadership of the Army.
    I go back to what Admiral Robinson just said--suicide 
prevention ultimately is a commander's responsibility, and it 
revolves around small unit leadership, NCO and officer 
leadership. We in the medics are in support--along with the 
chaplains and others--and we are looking at a comprehensive 
program within the Army of education and reaching out to change 
the behaviors of small unit leaders and fellow soldiers, to 
identify the behaviors that will predict this impulsive act, 
frequently around the rupture of a relationship--either with 
the Army, or with a loved one--that seems to trigger this 
within the Army.
    Senator Murray. Do you know what the wait time is for a 
soldier to see a mental health professional?
    General Schoomaker. In an urgent situation, there is no 
wait time, ma'am.
    Senator Murray. How do you know if it's urgent?
    General Schoomaker. I mean, if it's identified as an urgent 
issue----
    Senator Murray. Sometimes, somebody just comes to a door 
and says, ``I need some help.'' If somebody just comes to the 
door and says, ``I want to talk to somebody,'' what's the wait 
time, do you know?
    General Schoomaker. Again, if it in any way relates to 
suicidal behavior, ideation, or fear of----
    Senator Murray. I'm not asking from an aggressive point of 
view, I--because our job is to provide the resources, so that 
you all can provide the people out on the ground. And my 
question in asking about the wait time is, that's critical 
knowledge for us to know whether we're providing enough 
resources for people.
    General Schoomaker. I think I would have to answer that it 
would be highly variable based upon the community. In some 
communities it may be as long as a week or 10 days. In other 
communities, it may be nearly instantaneous.
    And it really is a function--in Fort Drum, New York, for 
example, where we're constrained to get the mental health 
resources that are needed, it might be a little more 
difficulty. In the National Capital Region, or in San Antonio, 
it might be a completely different matter.
    Senator Murray. Okay, well, that is disconcerting to hear. 
And obviously we need to, I think, make sure we are dealing 
with those invisible wounds of the war, and providing the 
personnel and the support and all of the right processes.
    I have a number of other questions that I'll submit for the 
record, but thank you very much, Mr. Chairman.
    Thank you, to all of you.
    Senator Inouye. Thank you very much.
    Senator Feinstein.
    Senator Feinstein. Thank you very much, Mr. Chairman.
    Good morning, gentlemen.

                            DEPLOYMENT TIME

    Now that troop deployment time has been reduced from 15 
months to 13 months, I wanted to ask you for your reflection--
from a medical point of view--on the length of a deployment, as 
it relates to health, and particularly stress. It seems to me 
that the unpredictability of the kind of war that this is for 
an individual, makes long deployments very difficult. And I 
wonder if there is any medical recommendation as to what the 
deployment should be--and by should be, I mean, a deployment 
that makes sense, that gives the individual the best, optimum 
time, without some of the adversities that long deployments 
seem to bring about. Is there any medical advice as to what 
that length should be? General Schoomaker.
    General Schoomaker. Ma'am, that's a difficult question--
there's actually three variables, I think. The length of the 
deployment, the frequency of redeployment, and the dwell time 
between deployments. All three variables are critical.
    Senator Feinstein. But how would you--what would you say 
would be a model system which would minimize health impacts?
    General Schoomaker. It would be a system that probably 
reduces deployment length to the 6 to 9 month range. It would 
include a dwell time that exceeds 1\1/2\ years, or resets 
around 1\1/2\ years, at best, in the minimum, and reduces 
redeployment, obviously, to the minimum. And I think all of 
those things are focuses of the Army leadership.
    Senator Feinstein. Thank you.
    General Schoomaker. The MHAT studies, ma'am, have 
documented, in terms of stress--self-reported stress--what the 
effects of the longer deployments have done.
    Senator Feinstein. Admiral.
    Admiral Robinson. Yes, Senator Feinstein.
    The last thing General Schoomaker said about the studies--
there's no question that repeated exposures to stress, repeated 
exposure to traumatic situations, will increase emotional and 
psychological health issues. The inability to get proper dwell 
time, to come back and to recalibrate, has a devastating 
effect.
    I think what General Schoomaker outlined is very 
reasonable, I think the marine model of, probably, 6-, 7-month 
timeframe is optimum, ideal. And if that could occur within a 
dwell time that would exceed that amount, and come back to 
recalibrate, to reset, as it were, would be very good.
    Senator Feinstein. General, would you like to comment?
    General Roudebush. Yes, ma'am. Of course, in the Air Force, 
our deployment times have traditionally been shorter--we've 
moved from a 120-day, for example, Air Expeditionary Force 
(AEF) rotation, but depending on the availability of a 
capability, the deployment time may be longer than that, maybe 
180 days, maybe 1 year.
    I agree with my colleagues that the 6 months, plus or 
minus, is probably a goal to approach, however, there are 
operational issues. If you're on the ground, building 
relationships, 6 months may be inadequate to really build the 
kind of relationships and become mission effective. So, there 
are going to be those times when perhaps operationally, the 
deployment would appropriately be longer.
    But, I can tell you that my leadership pays very close 
attention to the rotational dwell time. The policy looks to 
optimize that for the weapons system that we're utilizing. We 
are also working to assure to take care of the families, as 
well. With an all-volunteer force, the individual chooses to 
join, but literally, the family chooses to stay.
    Senator Feinstein. Right.
    General Roudebush. So, it's important that we consider all 
of those factors as we look at our rotational and deployment 
policies.
    Senator Feinstein. You mentioned--if I just might follow-up 
with the General for a minute--you mentioned, dependent upon 
the weapons that are used--are you saying the more 
technologically developed those weapons are, the shorter the 
time should be?
    General Roudebush. No, ma'am. We have weapons systems that 
are very highly, technologically capable, but are in limited 
quantities, and high demand. So, those systems tend to stay 
deployed for longer.
    Senator Feinstein. I see, I see.
    General Roudebush. We also have individuals, for example, 
operating Predators who live in Las Vegas, drive to Creech Air 
Force Base, Nevada every day, perform that critical mission, 
and then come home. But those folks require care, as well, 
because psychologically, and from a mission operations tempo, 
that's a very demanding mission. And you have to be able to 
balance a family life with an operational life, that, for some 
of our airmen, is a very demanding issue.
    This war has created scenarios that we need to pay very 
close attention to.
    Senator Feinstein. General, you wish to----
    General Schoomaker. Ma'am, I just wanted to make sure--I 
want to qualify my comments earlier. You asked me for a medical 
assessment----
    Senator Feinstein. That's correct.
    General Schoomaker. Not an operational assessment.
    Senator Feinstein. That's correct.
    General Schoomaker. There are obviously operational 
imperatives that dictate length of deployments and redeployment 
and dwell times between. But, from the standpoint of what we 
empirically observe are the stresses upon individuals and 
families, the model that I depicted probably begins to approach 
what we think is sustainable.
    And we have models, for example, in the special operations 
community, special operations soldiers, airmen, SEALS, will 
deploy multiple times--eight, nine times--but for a shorter 
duration, with longer dwell times, that allow them to reset and 
prepare for the next deployment.
    Senator Feinstein. Do you think operations like that, the 
shorter deployment, the longer dwell time, is really the 
formula that we should seek for the future?
    General Schoomaker. Ma'am, I think that's really a mixture 
of operational and other considerations, that I'm really not 
prepared to answer.
    Senator Feinstein. I think, because one of the things that 
comes into this, this war has gone on for so long, and could 
conceivably continue on. And the kinds of injuries require 
long-term care. I'm thinking, particularly, because battlefield 
medicine is so good today--fortunately--that people who would 
have died from traumatic brain injury are saved, and they go 
on.
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    But what I'm finding in areas, is that they really need 
more than the system out there gives them to sustain their 
relationships and their lives over a substantial period of 
time. And one of the things that I've just been thinking about, 
because when I visit the VA--particularly in Los Angeles, the 
big campus on Wilshire Boulevard, it's over 300 acres--the 
thought occurs, if this could be a kind of residential 
community where families that really need help, because 
somebody is damaged to the point that they can't really operate 
really well, receives the kind of nurturing that's going to be 
necessary for the rest of their life.
    I think on a young family, this is a very hard thing to 
come to grips with. And I don't know if you all kind of at the 
top of the medical infrastructure has given it much thought. 
But, if you have, I'd sure like to know your thinking on that, 
whether it makes sense for us, as part of the VA, then, to 
build some real--some communities for families, where they can 
come and live. If the wife needs to work, she can work, but if 
the husband has a brain injury that's really going to suspend 
his effectiveness for the rest of his life, they get some 
additional care, on site.
    Admiral Robinson. Senator Feinstein, I think that approach 
is very good. I have given this thought from a surgeon's 
perspective--I mean a clinical surgeon, not Surgeon General, 
also from a commander, and not the Surgeon General perspective. 
Military medicine has traditionally been acute care medicine, 
we are a victim of our own success, now. You're absolutely 
right, TBI and many other injuries that we have now, we have 
only because we have such an incredibly wonderful survivability 
rate.
    Systematic rehabilitative care, has been traditionally the 
purview of VA. We now have a morphing of that, because we now 
have the acute care, active duty, or the military side, that 
has gotten involved in systematic rehab care. We also have had, 
through the years, between Vietnam and this war, disconnects--
those disconnects between DOD, between military medicine and VA 
are much, much, much, much less now. But there was a ramp-up, 
and there were learning curves, there were issues. They are not 
over.
    And the issue, then, becomes, because the issue that I 
think about a lot, is the sustainment of the care----
    Senator Feinstein. Yes.
    Admiral Robinson. Senator Mikulski said the 50-year war, 
that is absolutely correct. Because we know that many of the 
individuals that we have coming back are going to need a 
lifetime of care.
    So the goal is--how do we get to a sustainment of the care 
needed by the members and families, that we now have? And that 
is a huge problem, and burden, on us from a military 
perspective, because you are a soldier for life, you are an 
airman for life, you are a sailor for life, you are a marine 
for life, you are a Coastie for life--we have an obligation to 
care for you. The key is, how? And again, systematic 
rehabilitative care has traditionally been the VA.
    Your thoughts as to a possibility of how, seem very 
innovative and creative and, I think, should be explored. But 
we need to even take a deeper look as to how we're going to 
meld the DOD, the direct care, and the VA, the systematic 
rehabilitative care.
    Senator Feinstein. Thank you, Admiral.
    General.
    General Schoomaker. The Admiral has echoed my thoughts. I 
know that what you are discussing is of great interest and 
focus of Secretary Peake, and the VA. And I think we're in an 
unprecedented era of urgency about cooperating between the 
military services and the VA. We have very, very good relations 
and exchange of thoughts, ideas, people and the like.
    I would--this may be a good point to insert--there have 
been several truly miraculous events, if any war has a good 
side. One, we've talked about this unprecedented survival of 
wounds. The fact that we have an Air Force medical system that, 
in cooperation with the Army and the Navy, has evacuated now 
50,000 patients and strategic evacuation has not lost a single 
patient. Is running intensive care units (ICUs) in the air, and 
has not lost a single patient.
    But the other thing that's important here, is that in the 
first year, our system returns to duty two-thirds of the 
wounded, ill and injured soldiers. So, it's not a one-way 
street into rehabilitation and disability. It's a process of 
renewing the force, and retaining--in the Army alone--up to two 
brigades worth of voluntary soldiers, who want to remain in 
uniform. And that's one of our key goals.
    Senator Feinstein. Right, right.
    Well, I've been thinking--I've been out there twice now, 
and looked at it--it's, we've got 300 acres in the heart of Los 
Angeles, with neighbors around them not wanting commercial 
office high-rises. And the opportunity to do something truly 
innovative, right in the middle, with a first-rate hospital 
there, all of the amenities that you need to provide the kind 
of living circumstance for families--because there's enough 
property to do it--I think is really exciting. And I think 
we've got to start to think that way.
    I mean, I know of families where there has been traumatic 
brain injury, and they go back to a very rural community where 
they're isolated. And it's very difficult for them. Because 
they can't get the daily help they need to sustain that family.
    So, if you gentlemen wanted to take an interest in that, 
I'd be happy to show you around the L.A. VA facility, because I 
think something truly innovative ought to be done there for 
veterans.
    Well, right.
    General Roudebush. Ma'am, your point is very well taken, 
and as we look at the continuum from the care within the active 
duty construct to include both rehabilitation and return to 
duty, the transition to the VA, where that's appropriate. But, 
for many of our guardsmen and reservists that live in 
communities that are not near a VA, I think we also need to be 
thinking beyond how we approach that continuum of care, and we 
don't have the answer yet.
    But that is a concern, and something that I think we need 
to look at within our Nation in the more rural areas, where 
many of our reservists and guardsmen live--how we care for 
them, how we care for their families, and how we approach this.
    But I would offer one thought as we look at how we position 
ourselves very well to take care of those men and women who are 
ill or injured as a result of this conflict. With your help in 
this subcommittee, it also keeps us looking over the horizon, 
to look at what the next conflict may be, or the next set of 
challenges, to be sure that we're appropriately positioned, 
resourced, trained and equipped to meet that challenge, as 
well.
    So, it is a daunting task, and one that I know my work with 
the staff and with the members of this subcommittee--we very 
correctly focus on today's fight, but we also look over the 
horizon to see what might be next, to assure that we're able to 
meet that mission, as well. And it may be rather different than 
the fight we're fighting today.
    Senator Feinstein. Exactly.
    Thank you very much.
    Thank you, Mr. Chairman.
    Senator Inouye. Thank you very much.
    In about 35 minutes, the Appropriations Committee will be 
meeting to consider the President's supplemental appropriations 
request. It's a very important hearing, and therefore, if we 
have further questions to ask, may we submit them to you? For 
your consideration and response?
    I thank you very much.
    Our next panel, Major General Gale Pollock, Chief of the 
U.S. Army Nurse Corps, Rear Admiral Christine M. Bruzek-Kohler, 
Director of the Navy Nurse Corps, Major General Melissa A. 
Rank, Assistant Air Force Surgeon General for Nursing Services.
    May I first call upon General Pollock?
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    General Pollock. Of course.
    Mr. Chairman, Senator Stevens, Senators Mikulski, Murray, 
and Feinstein, thank you very much for joining us today, and 
it's a pleasure to appear before you today representing the 
Army Nurse Corps--107 years of Army strong.
    Through the unwavering support of this subcommittee, we're 
able to serve soldiers--past and present--their families, and 
the strategic needs of this great Nation.
    The total Army nursing force encompasses the officers and 
enlisted personnel on active duty in the Army National Guard 
and in the U.S. Army Reserve. We are a truly integrated and 
interdependent nursing care team. In that spirit, it has been 
my distinct pleasure to serve with Major General Deb Wheeling, 
of the Army National Guard, and Colonel Etta Johnson of the 
U.S. Army Reserve, who have been my senior advisors for their 
respective components over the past year.
    I would also be remiss if I failed to highlight the 
exceptional work of Colonel Barbara Bruno, my Deputy Corps 
Chief. Without her total support and attention, I would not 
have been able to move the Army Nurse Corps forward over the 
last 4 years. She will retire this summer, and I wanted you 
each to know of her dedication and support of the Army Nurse 
Corps and our Nation.
    Despite long and repeated deployments to combat zones, Army 
nurses remain highly motivated and dedicated to both duty and 
one another. They serve in Iraq, Afghanistan, and along every 
route that wounded warriors travel to get home.
    They're serving across Asia, Europe, and Central and South 
America, preparing and protecting our force. They're serving in 
every time zone, and at home, caring for those who need us.
    Since 2003, we have activated Reserve component Army Nurse 
Corps officers, re-aligned active duty Nurse Corps officers, 
and recruited civilian registered nurses, to serve as nurse 
case managers to support the continuity of healthcare for our 
wounded warriors. Nurse case managers also help the soldiers 
and their families navigate the complex healthcare system 
within military hospitals, our civilian TRICARE network, and 
the transition to the Department of Veterans Affairs.
    Recognizing the critical role of the nurse case manager in 
support of our wounded warriors, we now have 181 military and 
216 civilian nurse case manager positions authorized for the 
warrior transition units. These authorizations establish a 
staffing ratio of 1 to 18 at our medications centers, and 1 to 
36 at smaller medical activities.
    Not only does this support our wounded warrior healthcare 
mission today, the establishment of authorized, documented 
positions ensures that we maintain a robust nurse case 
management program supporting our healthcare beneficiaries in 
the future, whether we are at peace or in conflict.
    To ensure that our nurse case managers have the knowledge 
and skills necessary for this essential role, we standardize 
nurse case management training, using the military healthcare 
system, and the U.S. Army Medical Center and School, distance 
learning programs. Our next step is establishing a civilian 
university-based nurse case manager program for our military 
and civilian nurse case managers.
    Recognizing the significant behavioral health issues 
associated with deployment and combat, we are reshaping the 
advanced practice psychiatric nurse role, from that of a 
clinical specialist, to a psychiatric mental health nurse 
practitioner role. In collaboration with USUHS and our sister 
services, we now have a new psychiatric mental health nurse 
practitioner program, scheduled to begin in May 2008. Nurses 
graduating from the program will function as independent 
behavioral health providers, with prescriptive authority and 
practice both in our fixed healthcare facilities, and in 
deployed combat stress units.
    The Army Nurse Corps is also instituting an internship 
program scheduled to begin later this spring. This program 
bridges the gap between academia and practice for officers who 
are new to the profession. The anticipated outcome is better 
educated, and trained, medical surgical staff nurses, 
functioning independently.
    Army Nurse Corps studies focus on the continuum of military 
healthcare needs, from pre- and post-deployment health, to 
nursing-specific practices necessary to best care for the 
warriors in theater. Today, we have 33 doctorally prepared 
researchers working around the world. In addition to four well-
respected, and well-established research cells at our regional 
medical centers, we're establishing five new cells at our other 
medical centers.
    And finally, we have one doctorally prepared nurse 
researcher, two Army public health nurses, and one medical 
surgical nurse deployed to Iraq as part of the deployed combat 
casualty research team, conducting both nursing and medical 
research activities in-theater.
    The competitive market conditions and current operational 
demands continue to challenge us as we strive to ensure we have 
the proper manning to accomplish the mission. The Army Nurse 
Corps used incentives to assist in improving both recruitment 
and retention of Army Nurses. We have a Professional Nurse 
Education Program, the Army Enlisted Commissioning Program, the 
Army Nurse Candidate Program, the Funded Nurse Education 
Program, incentive specialty pay, nurse anesthesia specialty 
pay, nurse accession bonuses, critical skill retention bonuses, 
and a health professional loan repayment program.
    We will continue to refine our retention strategies. A 
recent review of personnel records by the Department of the 
Army indicated that the Army Nurse Corps had the highest 
attrition of any officer branch in the Army. Ongoing research 
indicates that Army nurses leave the service, primarily because 
of less than optimal relationships with their supervisors, the 
length of deployments, and inadequate compensation.
    I'm pleased to inform you that we now offer a Registered 
Nurse Incentive Specialty Pay Program, that recognizes the 
professional education and certification of Army nurses. 
Numerous studies have demonstrated the link between certified 
nurses and improved patient outcomes. These include higher 
patient satisfaction, decreased adverse events and errors, the 
improved ability to detect early signs or symptoms of patient 
complications, and the initiation of early intervention. 
Certified nurses also report increased personal and 
professional satisfaction, and improved multidisciplinary 
collaboration.
    For our Reserve component nurses, the issue is primarily 
the imbalance of professionally educated officers in the 
company grades. Many Reserve component nurses do not have a 
bachelor's degree. Only 50 percent are educationally qualified 
for promotion. This creates a concern for the future force 
structure for the senior ranks of the Reserve components. We're 
grateful that the Chief of the Army Reserves is focusing 
recruiting incentives on those nurses who already have a BSN, 
and funding the specialized training and assistance programs, 
to allow both new accessions and existing Army Reserve nurses 
without a BSN, to complete those degrees.
    The Army Nurse Corps continues adapting to the new 
realities of persistent conflict, but remains firm on providing 
the leadership and scholarship required to advance the role of 
professional nursing. We will maintain the focus on sustaining 
readiness, clinical competencies, and sound educational 
preparation, with the same commitment to serve those 
servicemembers who defend our Nation now, that we have 
demonstrated for the past 107 years.
    I appreciate this opportunity to highlight our 
accomplishments, and discuss the issues we face.

                           PREPARED STATEMENT

    Thank you very much for your support of the Army Nurse 
Corps and of me, over the 4 years in which I've had this 
position.
    Thank you.
    Senator Inouye. Thank you very much, General Pollock.
    [The statement follows:]
          Prepared Statement of Major General Gale S. Pollock
    Mr. Chairman, Senator Stevens, members of the committee: it is a 
pleasure to appear before you today representing the Army Nurse Corps. 
Today, the Army Nurse Corps is 107 years Army Strong. Through the 
unwavering support of this committee, we are able to serve soldiers, 
past and present, their families, and the strategic needs of this great 
Nation. The Total Army Nursing Force encompasses the officers and 
enlisted personnel on Active Duty, in the Army National Guard, and in 
the U.S. Army Reserve. We are a truly integrated and interdependent 
nursing care team. In that spirit, it has been my distinct pleasure to 
serve with Major General Deborah Wheeling of the Army National Guard, 
and Colonel Etta Johnson of the U.S. Army Reserve, who have been my 
senior advisors for their respective components over the past year.
    The Secretary and the Chief of Staff of the Army have set four core 
objectives for the Army: maintain the quality and viability of an all-
volunteer force; prepare the force by training and equipping soldiers 
and units to maintain a high level of readiness for the current 
operations in Iraq and Afghanistan; reset our soldiers, units, and 
equipment for future deployments and other contingencies; and transform 
the Army to meet the demands of the combatant commanders in a changing 
security environment. Each of the respective components of the Army 
Nursing Force is actively engaged in working the ways and means to 
these strategic ends. In so doing, we are achieving our vision of a 
quality transforming force through the advancement of professional 
nursing practice, and we are maintaining our superiority in research, 
educational innovation, and effective healthcare delivery.
                               deployment
    Army Nursing remains an operational capability fully engaged in the 
support of the Nation's soldiers, sailors, airmen, Coast Guardsmen, and 
marines--both at home and abroad. The Army Nurse Corps also operates as 
a strategic force with the capability to win hearts and minds through 
the provision of vital healthcare and humanitarian aid. This is a 
significant challenge in our various operational environments. Today, 
this group of nurses is the best trained in the history of operational 
nursing. Despite long and repeated deployments to combat zones, Army 
nurses remain highly motivated and dedicated to both duty and each 
other. They serve in Iraq, Afghanistan, and along every route Wounded 
Warriors must travel to get home. They serve across Asia, Europe, and 
Central and South America preparing and protecting the force. They 
serve in every time zone, and at home caring for Wounded Warriors on 
the long road to recovery.
    There are currently three forward deployed hospitals serving in 
Iraq--the 31st, the 325th and the 86th Combat Support Hospitals. The 
115th Combat Support Hospital is deploying to Iraq to conduct a relief 
in place with the 31st after a long 15-month deployment. The nurses 
serving in these units make an incredible difference in the lives of 
our Warriors and the Iraqi people.
    Army nurses make no distinction among their patients; they provide 
all patients the highest quality care. On February 1, 2008, a 10-year-
old Iraqi girl was brought to the 86th Combat Support Hospital (CSH) 
after sustaining 50 percent total body burns from a fire in her home. 
The fire left her with massive disfigurement from the waist down and a 
progressive infection. During the 10 days she remained at the 86th CSH, 
the nursing staff of the Intensive Care Unit and Intermediate Care Ward 
put tremendous effort into the care of both the young girl and her 
mother. She was transferred to Shriners Hospital for Children in Boston 
for extensive care of her burns on February 10th. As a testament to the 
quality of care this young girl received in Iraq, Shriners Hospital 
commented that the young girl arrived in far better condition than they 
had expected given the severity of injuries she had sustained. They 
said that the care provided by the 86th clearly saved her life, and she 
survived because of the extraordinary efforts made by the team. The 
young Iraqi girl and her mother have expressed endless thanks for the 
team's work and compassion; because of their excellent care, a mother 
continues to smile upon her only daughter.
             transformation/advancing professional nursing
    The Army Nurse Corps continues the process of self-examination and 
transformation to maintain the competencies required to face the 
complexities of healthcare in the 21st century. Last year, I described 
a few of the initiatives that we have pursued, and I want to provide 
you an update.
    The role of the Nurse Practitioner (NP) in the Army Medical 
Department continues to adapt and evolve to meet dynamic mission 
requirements. NPs continue to provide excellent healthcare and 
leadership, whether serving on the home front or deployed in support of 
the global war on terror. The following experiences highlight some of 
the important contributions made by Army NPs in 2007.
    Warrior Transition Units (WTUs) were developed at many 
installations across the Army Medical Department to enhance the 
excellent care provided to soldiers returning from deployments. Colonel 
Richard Ricciardi, Lieutenant Colonel Reyn Mosier and Lieutenant 
Colonel Mary Cunico are three NPs who were instrumental in training 32 
active duty and reserve nurses from across the country as case 
managers. These three individuals helped establish the first WTU at 
Walter Reed Army Medical Center in a compressed timeframe. Lieutenant 
Colonel Cunico managed the design, development and remodeling of the 
Warrior Clinic and now serves as the Officer in Charge providing care 
to over 700 wounded, recovering and rehabilitating military personnel.
    Lieutenant Colonel Jean Edwards is a primary care provider for the 
WTU at Vicenza, Italy, which was launched in June 2007. Her success 
includes new clinical skills in the areas of caring for skin grafts, 
the removal of bullets and shrapnel fragments, and the preparation of 
narrative summaries for medical boards.
    Lieutenant Colonel Kathleen M. Herberger served as a staff officer 
on the President's Commission on Care for America's Returning Wounded 
Warriors. She was selected as the nurse representative on the staff due 
to her experience as a Family Nurse Practitioner. While on the 
commission, she was assigned as the Care Management Analyst. Lieutenant 
Colonel Herberger served on the Continuum of Care Subcommittee and as 
the clinical consultant for the Information Management and Technology 
Subcommittee. She provided research and analysis on issues related to 
Continuum of Care and the clinical care pathway that is necessary for 
the severely Wounded Warrior. The team visited over 23 sites to gather 
information from soldiers, their families, and healthcare providers on 
the challenges presented by the severely wounded. Lieutenant Colonel 
Herberger evaluated and recommended ways to ensure access to high 
quality care and analyzed the effectiveness of the processes through 
which we deliver healthcare services and benefits. She provided 
research information, and developed the background paper used to 
formulate the recommendations for the Federal Recovery Coordinator 
concept for the severely wounded.
    Three Nurse Practitioners added to the success of the 7th Special 
Force's Group (Airborne) mission in support of Operation Enduring 
Freedom. Lieutenant Colonel Tamara LaFrancois, and Majors Jennifer 
Glidewell and Stacy Weina provided excellent care in very austere 
conditions at Fire Base Clinics and on Medical Civil Action Program 
(MEDCAP) missions in over 30 locations in Afghanistan. Using female 
providers to care for female local nationals and children opened up an 
entirely new perspective for the Special Operations Community. Helping 
Special Operations Forces (SOF) units with important non-kinetic 
missions by reaching a population of women who are not normally 
accessible not only allowed the local women to obtain healthcare for 
the first time, but enhanced the SOF unit's ability to develop good 
rapport with the local national population in their areas of operation. 
It led to many High Value Individuals who had important information 
being turned over by the locals and even joining forces with Coalition 
troops in fighting terrorism. This mission was so successful that a 
request for four NPs in fiscal year 2008 was submitted.
    Major Amal Chatila from Fort Bragg was the first NP to be assigned 
to a Civil Affairs unit. She was requested based on her outstanding 
work in reestablishing the medical infrastructure in Iraq and her 
excellent care of Iraqi nationals on two separate deployments. Major 
Maria Ostrander is currently assigned in Iraq as a Civil Affairs 
Officer and works with the Baghdad Provincial Reconstruction Team as a 
Health Advisor for the State Department.
    Efforts in providing medical care to the battle injured or those 
located far-forward is an ongoing concern for the military. In a war 
where there is no designated frontline, any setting can be the scene of 
a combat engagement. Some of these locations are situated where medical 
assets are readily available, but there are many distant locations 
where soldiers are isolated from general logistics, including 
healthcare assets. Placing advanced healthcare practitioners in Forward 
Operating Bases (FOB) plays a significant role in conserving the 
fighting strength of our soldiers. The forward healthcare element in 
this case consisted of one NP and one medic, along with a comprehensive 
range of pharmaceuticals and medical equipment. The construction of a 
new Aid Station took approximately 3 days, although the team was 
functional almost immediately upon their arrival at the FOB. By placing 
healthcare teams far forward in areas prone to injury or illness, we 
can obviate the risk of sending ill or injured soldiers to distant 
locations on dangerous roads for non-urgent/non-emergent treatment of 
disease and non-battle injury. By putting prevention into practice, we 
improved and maintained our soldiers' health throughout their 
deployment.
    In collaboration with senior Army Family Nurse Practitioners 
(FNPs), physician colleagues in family practice and various 
specialties, and the staff of the Uniformed Services University of the 
Health Sciences (USHUS), a FNP Residency Program was developed which 
provides a standardized program plan, required and optional rotations, 
rotation guides, and program evaluation tools. This residency program 
was developed in response to a long-standing request by FNPs and 
nursing leaders for a standardized NP residency program. The residency 
program was based on the recommendation of the National Council of 
State Boards of Nursing's ``Vision Paper 2006,'' a 10-year plan for 
standardizing core curriculum, licensure, certification, and scope of 
practice for Advanced Practice Registered Nurses and a requirement for 
a residency program after completion of education at the master's level 
or above. The intent of the FNP Residency Program is to provide a 
structured role transition for the newly graduated FNP working within 
the Army healthcare system and a refresher program option for the FNP 
returning to clinical practice after a lapse of greater than 3 years. 
This program allows FNPs to be introduced to the Medical Treatment 
Facility staff, policies, and services in their newly acquired provider 
role. It facilitates orientation, as well as privileged practice in 
specialty and ancillary areas, and acquaints the FNP with the staff 
members and procedures for those specialty clinics with which the FNP 
consults.
    Since 2003, we have activated reserve component Army Nurse Corps 
officers, realigned active duty Army Nurse Corps officers and recruited 
civilian registered nurses to serve as Nurse Case Managers to support 
the continuity of healthcare for our Wounded Warriors. These dedicated 
nurses have provided great support to our soldiers through their 
efforts to individualize care to the soldier. Nurse Case Managers also 
help soldiers and their families navigate the sometimes complex 
healthcare system within military hospitals, our civilian TRICARE 
network, and the transition to the Department of Veterans Affairs (VA). 
Recognizing the critical role of the Nurse Case Manager in supporting 
our Wounded Warriors, we now have 181 military and 216 civilian nurse 
case manager positions authorized for the Warrior Transition Units. 
These authorizations establish a staffing ratio of 1:18 at our medical 
centers and 1:36 at our medical activities. Not only does this support 
our Wounded Warrior healthcare mission today, the establishment of 
authorized, documented positions ensures that we maintain a robust 
Nurse Case Manager program supporting our healthcare beneficiaries in 
the future, whether in peacetime or during conflicts.
    To ensure that our Nurse Case Managers have the knowledge and 
skills necessary for this essential role, we have standardized Nurse 
Case Management training using the Military Healthcare System and U.S. 
Army Medical Department Center and School (AMEDDC&S) distance learning 
programs. Our next step is to establish a civilian university-based 
Nurse Case Manager program for our military and civilian nurse case 
managers.
    Within the Army Nurse Corps, we established a process that takes 
lessons learned from our support of the war effort to help shape Corps 
programs. Recognizing the significant behavioral health issues 
associated with deployment and combat, we are reshaping the Advanced 
Practice Psychiatric Nurse role from the previous clinical specialist 
to a Psychiatric Mental Health Nurse Practitioner role. In 
collaboration with the USUHS and our sister services, we now have a new 
Psychiatric Mental Health Nurse Practitioner program scheduled to begin 
in May 2008. Our Army Nurse Corps psychiatric nurse consultant, Colonel 
Kathy Gaylord, and our first faculty member, Major Robert Arnold, were 
actively engaged in the program development. This program provides an 
advanced practice degree and incorporates military unique behavioral 
healthcare issues into the curriculum. Nurses graduating from the 
program will function as independent behavioral health providers with 
prescriptive authority and practice both in our fixed healthcare 
facilities and in deployed combat stress units.
    Late last year, the AMEDDC&S opened a new $11.1 million, 55,000 
square foot building, named in honor of Brigadier General Lillian 
Dunlap, who was the 14th Chief of the Army Nurse Corps. The new 
academic building houses all four branches of the Department of Nursing 
Science; the U.S. Army Practical Nurse Branch, the Operating Room 
Branch, the Army Nurse Professional Development Branch, and the U.S. 
Army Graduate Program in Anesthesia Nursing Branch. The Department of 
Nursing Science, Army Medical Department Center and School is 
responsible for nearly all specialty-producing courses for the Army 
Nurse Corps. In addition, we provide leadership courses for nurses, and 
three enlisted programs. I would like to share the highlights of our 
program.
    The U.S. Army Graduate Program in Anesthesia Nursing is rated 
number two in the Nation by U.S. News and World Report. This program 
trains an average of 35 Army, 5 Air Force and 3 VA Certified Registered 
Nurse Anesthetists (CRNAs) per year. Students score, on average, 37 
points above the national average on the certification exam. The first-
time pass rate for the certification exam is nearly 100 percent. These 
students' performance exceeds civilian community scores relative to 
trauma, regional blocks, and central line placement. The program 
faculty members are in constant communication with the field, 
especially the deployed CRNAs, to rapidly incorporate changes into this 
program to meet the needs of the Warriors we serve. Simulation 
enhancements in this program allow students to be more comfortable with 
various techniques, and therefore better prepared to function in the 
clinical Phase 2 clinical training environment. The faculty and student 
program of research investigate the effects of various complementary 
and alternative medication preparations on anesthesia--the only well-
established program of research of this kind in the country.
    The Licensed Practical Nurse (LPN) Program is highly successful in 
producing LPNs who can function in a variety of assignments, to include 
critical care in fixed facilities or deployed environments, a specialty 
not taught in most civilian LPN programs. This program produces 550-600 
active and reserve component LPNs per year, with a first-time pass rate 
on the National Certification Licensure Exam of 94.4 percent compared 
to the national average of 88 percent. Half of the students serve in 
the reserve component, thus, we are also producing excellent LPNs that 
benefit the civilian community.
    The Critical Care Nursing Course trains a total of 70 nurses 
annually, and the Emergency Nursing Course trains 15. These courses 
provide Army nurses with the knowledge, experience, and certifications 
necessary to function independently in these specialties following 
several months of structured internship. Graduation requirements 
include certifications in trauma, advanced life support, pediatric life 
support and burn care. We are working toward incorporating flight 
nursing concepts in these courses. The OB/GYN Course produces 30 
trained professionals per year, who can function as post-partum and 
labor and delivery nurses. The Psychiatric Nursing Course produces an 
average of 8 specialists in psychiatry per year who are encouraged to 
advance to graduate level education in this much needed specialty. The 
Perioperative Nursing Course trains an average of 48 perioperative 
specialists per year. This particular specialty program is in its final 
stages of institutionalization at the AMEDDC&S and will include an 
option that allows students to become Registered Nurse First Assists 
(RNFA). Approximately 10 Army nurses have been through the RNFA 
Program.
    The Department of Nursing Science also manages the nursing 
components of the officer leadership courses. To improve readiness we 
have added the Trauma Nursing Core Course and Acute Burn Life Support 
Courses and their respective certifications to these courses. Because 
our nurses are preparing patients for medical evacuation (MEDEVAC) 
flights, we have incorporated such content into these programs to 
better prepare patients for flight. The two nursing-specific leadership 
courses, the Head Nurse Course and Advanced Nurse Leadership Course, 
train approximately 400 nurse managers and supervisors per year.
    The Department of Nursing Science manages the 150 students 
currently in the Army Enlisted Commissioning Program. Through close 
monitoring, we can identify potential problem students early in their 
academic programs and have substantially decreased the extensions in 
the program. The Army Nurse Corps is instituting an internship program 
scheduled to begin in spring 2008. This program, like many in the 
civilian sector, will bridge the gap between academia and practice for 
officers who are new to the profession. The anticipated outcome of this 
initiative is better educated and trained medical surgical staff nurses 
who can function independently.
    Finally, the Dialysis Technician Program trains 7-8 dialysis 
technicians each year to perform hemodialysis, hemofiltration, and 
other similar procedures in our facilities. Additionally, we train 
about 400 surgical technicians each year, and we are currently 
investigating national program certification for this specialty.
                         leadership in research
    The TriService Nursing Research Program (TSNRP), established in 
1992, provides military nurse researchers funding to advance research 
based health care improvements for the warfighters and their 
beneficiaries. TSNRP actively supports research that expands the state 
of nursing science for military clinical practice and proficiency, 
nurse corps readiness, retention of military nurses, mental health 
issues, and translation of evidence into practice.
    TSNRP is a truly successful program. Through its state-of-the-art 
grant funding and management processes, TSNRP has funded over 300 
research studies in basic and applied science and involved more than 
700 military nurses as principal and associate investigators, 
consultants, and data managers. TSNRP-funded study findings have been 
presented at hundreds of national and international conferences and are 
published in over 70 peer-reviewed journals.
    Army Nurse Corps studies focus on the continuum of military health 
care needs from pre- and post-deployment health to nursing-specific 
practices necessary to best care for the Warrior in theater.
    The Army Nurse Corps has a long and proud history in military 
nursing research established more than 50 years ago. Nurse researchers 
continue to contribute to the scientific body of knowledge in military-
unique ways to advance the science of nursing practice. Today we have 
33 doctoral-prepared nurse researchers working around the world. There 
are four well established nursing research cells at Walter Reed Army 
Medical Center, Brooke Army Medical Center, Madigan Army Medical 
Center, and Tripler Army Medical Center. Five additional research cells 
are being established at Womack Army Medical Center, Eisenhower Army 
Medical Center, Darnell Army Medical Center, William Beaumont Army 
Medical Center, and Landstuhl Regional Medical Center.
    The focus of these research cells is to conduct funded research 
studies to advance nursing science and to conduct small clinical 
evaluation studies to answer process improvement questions. They also 
assist Hospital Commanders and Deputy Commanders for Nursing analyze 
and interpret data, resulting in improved patient care and business 
processes. These research cells are instrumental in assisting staff 
members and students in developing and implementing evidence based 
nursing practice.
    Additionally, the Nurse Corps currently has one doctoral-prepared 
nurse researcher, two Army Public Health Nurses, and one medical-
surgical nurse deployed to Iraq as part of the Deployed Combat Casualty 
Research Team who conduct both nursing and medical research activities 
in theater. The ongoing nursing studies in theater cover a broad range 
of acute and critical care nursing issues, to include pain management 
practices at the Combat Support Hospital, hand hygiene in austere 
environments, ventilator-acquired pneumonia prevention, use of 
neuromuscular blocking agents during air transport, women's health, 
sleep disturbance, compassion fatigue, and providing palliative care in 
the combat environment.
    Thanks to the initiative and motivation of the nursing staff, 
Evidence-Based Practice is in full swing at Tripler Army Medical 
Center. In 2007, the nursing staff at Tripler completed 12 evidence-
based practice projects that changed nursing practices to prevent 
ventilator-acquired pneumonia, improve the management of diabetic 
patients, and screen patients with depression for cardiovascular 
disease. Other successful projects included preparing children for 
surgery, improving postpartum education for new parents, and providing 
depression screening to family members of deployed soldiers. They 
initiated a competency training program for nurses preparing to deploy 
in support of Operation Iraqi Freedom and Operation Enduring Freedom. 
The robust evidence-based practice initiative at Tripler has improved 
nursing care to a variety of patients, including soldiers and family 
members, and enhanced the professional practice of nursing at Tripler. 
These evidence-based practice initiatives were spearheaded by 
Lieutenant Colonel Debra Mark and Lieutenant Colonel Mary Hardy, 
Tripler Army Medical Center Nursing Research Service and supported by 
the TriService Nursing Research Program.
    Two evidence-based practice guidelines, Pressure Ulcer and Enteral 
Feedings, have been implemented at WRAMC and post-implementation data 
is being collected and analyzed. A third guideline, Deep Vein 
Thrombosis and Pulmonary Embolism Risk Assessment has been piloted and 
is ready for hospital-wide implementation at WRAMC. A fourth guideline 
regarding medication administration is currently in the initial stages 
of protocol development and funding acquisition. Once complete, the 
evidenced-based practice guidelines will be posted to the TriService 
Nursing Research Program's website for implementation across all 
Medical Treatment Facilities within the Department of Defense.
    We acknowledge and appreciate the faculty and staff of the USUHS 
Graduate School of Nursing for all they do to prepare advanced practice 
nurses to serve America's Army. They train advanced practice nurses in 
a multi-discipline, military-unique curriculum that is especially 
relevant given the current operational environment. Our students are 
actively engaged in research and the dissemination of nursing knowledge 
through the publication of journal articles, scientific posters, and 
national presentations. In the past year alone there have been over 21 
research articles, publications, abstracts, manuscripts, and national 
presentations by faculty and students at USUHS.
                   collaboration/innovative delivery
    The AMEDD team's collaboration with Government and non-Government 
organizations around the world has helped streamline care where it was 
otherwise fragmented, and has introduced innovations in the delivery of 
care. I would like to share with you some examples of these innovations 
and collaborative partnerships.
    Tripler Army Medical Center is in the process of implementing a new 
nursing care delivery model called Relationship Based Care under the 
guidance of Lieutenant Colonel Anna Corulli. This model of care's core 
principals are: patient and family centered care; registered nurse led 
teams with clearly defined boundaries for all nursing staff based on 
licensure, education, experience, and standards of practice; and 
primary nursing to promote continuity of care and ensure patient 
assignments are made to align the patient's needs with the competencies 
of the registered nurse. This is a resource driven model that 
necessitates a pro-active mindset regarding staffing, scheduling, skill 
mix and professional nurse development.
    The Relationship Based Care program has resulted in improved 
communication among engaged nursing staff members who are part of the 
problem resolution process on the nursing ward/unit. The program has 
restored the personal relationship between the nursing staff and the 
patients, and among the individual nursing unit staff members; it has 
also promoted continuity of care and patient education. The model 
asserts the baccalaureate-trained Registered Nurse as team leader 
cognizant of the competencies and functions other members of the 
nursing care team bring to successful and safe patient outcomes.
    Despite a sustained upswing in enrollments in baccalaureate nursing 
programs, the need for nurses continues to outpace the number of new 
graduates. Baccalaureate programs continue to turn away tens of 
thousands of qualified applicants each year due to faculty shortages. 
We remain committed to partnering with the civilian sector to address 
this and other issues contributing to the worldwide shortage of 
professional nurses. We are currently researching ways to encourage our 
retired officers to consider faculty positions as viable second career 
choices.
    Professional partnerships are a vital way in which to promote 
professionalism and collaboration. The Army Nurse Corps is engaged in 
these partnerships across the country and around the world. Colonel 
Patricia Nishimoto, (Ret.), Colonel Princess Facen, and Major Corina 
Barrow, in collaboration with Dr. ReNel Davis, Associate Professor of 
Nursing at Hawaii Pacific University (HPU) and Director of the 
Transcultural Nursing Center at HPU, planned and organized the very 
first Transcultural Nursing Conference for the State of Hawaii in 
Honolulu in April 2007. The Transcultural Nursing Advisory Board is 
currently planning the next conference.
    The University of Hawaii (UH) at Manoa School of Nursing and Dental 
Hygiene is in the planning stage of a formal partnership with Tripler 
Army Medical Center to establish resource sharing potential for faculty 
and student clinical practicum venues to strengthen the nursing 
profession in both the academic and clinical areas. In a first step 
toward this partnership, Lieutenant Colonel Patricia Wilhelm recently 
served as an acting UH faculty member to teach a pediatric clinical at 
Kapiolani Medical Center, filling a critical need for clinical faculty. 
The second major focus is to expand the graduate program by matching UH 
graduate students with Tripler's masters-prepared nursing staff serving 
in clinical faculty roles.
    In December 2005, U.S. Army and Air Force nurses assessed military 
nursing in Vietnam and recommended short and long-term plans for the 
development of professional military nursing in Vietnam. A delegation 
from Vietnam then visited the U.S. in April 2007 to review bachelor's 
level curricula at the University of Hawaii, nursing education and 
practice at Tripler Army Medical Center, and Army Nurse Corps training 
at the AMEDDC&S. Allowing several months for the Vietnam team to 
incorporate changes in their administrative, clinical, and educational 
processes and curriculum, the next step is for four U.S. Army Nurse 
Corps officers and one UH faculty member to follow up with 2 weeks in 
Hanoi, Vietnam, in September 2008. They will help Vietnam educators 
develop a bachelor-level curriculum for Vietnam Army Nurses, as well as 
troubleshoot, clarify, and problem-solve with hospital-based military 
nurses and the Vietnam Military Medical Department team. This exchange 
will enhance a positive U.S. influence and presence in Vietnam, improve 
readiness and interoperability in the Asia-Pacific region, and create 
competent coalition partners.
    Colonel Debbie Lomax-Franklin and Colonel Nancy K. Gilmore-Lee have 
established a first ever Memorandum of Agreement with the Joseph M. 
Still Burn Center in Augusta, Georgia, to provide intensive burn care 
training to Army Nurse Corps officers throughout the region who are 
preparing to deploy. The Still Burn Center is the largest burn 
treatment center in the Southeast, serving Georgia, South Carolina, 
Florida, and Mississippi. This civil-military partnership has vastly 
improved the readiness of Army Nurse Corps officers and contributed to 
the quality of care delivered in theater.
                        recruiting and retention
    The future of the Army Nurse Corps depends on our ability to 
attract and retain the right mix of talented professionals to care for 
our soldiers and their families. In addition to the shortage of nurses 
and nurse educators, competitive market conditions and current 
operational demands continue to be a challenge as we work to ensure we 
have the proper manning to accomplish our mission.
    We access officers for the Active Component through a variety of 
programs, including the Senior Reserve Officers' Training Corps (ROTC), 
the Army Medical Department Enlisted Commissioning Program, the Army 
Nurse Candidate Program, and direct accession recruiting. However we 
must develop a range of recruiting options to ensure we remain 
competitive to diverse applicants. We have a number of programs to 
achieve this end. The Army Nurse Corps utilized the following 
incentives to assist in improving both recruitment and retention of 
Army Nurses: the Professional Nurse Education Program, the Army 
Enlisted Commissioning Program, the Army Nurse Candidate Program, the 
Funded Nurse Education Program, Incentive Specialty Pay, Nurse 
Anesthetist Specialty Pay, Nurse Accession Bonus, Critical Skills 
Retention Bonus, and Health Professional Loan Repayment Program.
    The first of these is the Professional Nurse Education Program. In 
an effort to minimize the impact of faculty shortages, the Army Nurse 
Corps is piloting a strategy to leverage its resources on this 
important issue. This pilot program serves as a retention tool, as well 
as provides an additional skill set for the Officer. Six mid-grade Army 
Nurses with clinical master's or doctoral degrees have been detailed to 
a baccalaureate nursing program to serve as clinical faculty for 2 
years. The University of Maryland is the pilot site for this program. 
The presence of these officers in the Bachelor of Science in Nursing 
programs serves as an excellent marketing tool for Army Nursing. The 
University of Maryland was able to expand its undergraduate nursing 
program by 151 additional seats. In addition, the University is 
developing a clinical placement site at Kimbrough Ambulatory Care 
Center located at Fort Meade, Maryland.
    The Army Enlisted Commissioning Program allows enlisted soldiers 
who can complete a Bachelor of Science in Nursing (BSN) degree within 
24 months to do so while remaining on active duty. This program has 
provided a successful mechanism to retain soldiers, while ensuring a 
continuous pool of nurses for the Army. The number of seats available 
was increased from 75 to 100 per year for fiscal year 2008. 153 
students are enrolled in the program; 52 students graduated in fiscal 
year 2007; and 26 students have graduated to date in fiscal year 2008.
    The Army Nurse Candidate Program targets nursing students who are 
not eligible to participate in ROTC. It provides incentives to nursing 
students to serve as Army Nurses upon graduation from a BSN program. A 
bonus of $5,000 is paid upon enrollment, and another $5,000 is paid at 
either the start of the second year, or upon graduation for those 
enrolled for only 1 year. It also provides a stipend of $1,000 for each 
month of full-time enrollment. Individuals incur a 4- or 5-year active 
duty service obligation (ADSO) in exchange for participation in this 
program. For fiscal year 2008, 15 graduates accessed onto active duty 
took advantage of this incentive.
    The Funded Nurse Education Program (FNEP) provides an additional 
accession source for the Army Nurse Corps. It gives active duty Army 
officers serving in other branches the opportunity to obtain, at a 
minimum, a BSN or higher level nursing degree and continue to serve as 
Army Nurse Corps officers. For both fiscal year's 2008 and 2009, 25 new 
starts were funded. Six individuals started nursing school in fiscal 
year 2008 under FNEP, and a recent FNEP board filled all 25 seats for 
starts in the fall of 2008.
    The Active Duty Health Professional Loan Repayment Program is 
offered as an accession incentive. As participants in this program, 
nurses can receive up to $38,300 annually for 3 years to repay nursing 
school loans. In fiscal year 2008, 28 direct accession Nurse Corps 
officers were brought into the Army under this program.
    The Accession Bonus remains attractive to direct accessions. In 
fiscal year 2008, 19 officers accepted an accession bonus of $25,000 
and were accessed into the ANC in exchange for a 4-year ADSO, and 9 
officers accepted an accession bonus of $15,000 and were accessed into 
the ANC in exchange for a 3-year ADSO. A combination of the Accession 
Bonus and Active Duty Health Professional Loan Repayment Program is 
also offered in exchange for a 6-year ADSO. In fiscal year 2008, 20 
officers accepted these combined incentives and were accessed into the 
ANC.
    We continue to scrutinize retention closely and we work constantly 
to refine our retention strategies. A recent review of personnel 
records by the Department of the Army indicated that the Army Nurse 
Corps had the highest attrition rate of any officer branch in the Army. 
Ongoing research indicates that Army Nurses leave the service primarily 
because of less than optimal relationships with their supervisors and 
hospital leadership and the length of deployments. Those who stay do so 
because of our outstanding educational opportunities, the satisfaction 
that comes with working with soldiers and their families, and 
retirement benefits.
    We are pleased to note that we offer a Registered Nurse Incentive 
Specialty Pay (RN ISP) program that recognizes the professional 
education and certification of Army Nurses. This program, approved in 
August of 2007, is now fully implemented. The RN ISP offers eligible 
officers a payment schedule of $5,000 for a 1-year ADSO, $10,000 a year 
for a 2-year ADSO, $15,000 a year for a 3-year ADSO, and $20,000 a year 
for a 4-year ADSO. In order to be eligible for the active duty RN ISP, 
Registered Nurses must complete both post baccalaureate training and be 
certified in their primary clinical specialty. Certification is the 
formal recognition of the specialized knowledge, skills and experience 
demonstrated by achievement of standards identified by nursing 
specialties to promote optimal health outcomes. However, the real value 
of certification is in the numerous positive outcomes for our patients.
    Numerous studies have demonstrated the link between certified 
nurses and improved patient outcomes. These include higher patient 
satisfaction, decreased adverse events and errors, the improved ability 
to detect early signs or symptoms of patient complications, and 
initiate early interventions. Certified nurses also reported increased 
personal and professional satisfaction and improved multidisciplinary 
collaboration.
    The following clinical nursing specialties are eligible for the RN 
ISP: Perioperative Nursing (66E), Critical Care Nursing (66H8A), 
Emergency Nursing (66HM5), Obstetrics/Gynecological (OB/GYN) Nursing 
(66G), Psychiatric/Mental Health Nursing (66C), Medical-Surgical 
Nursing (66H), Community/Public Health Nursing (66B), Nurse Midwife 
(66G8D), and Nurse Practitioners (66P). Although only implemented in 
August 2007, the RN incentive specialty pay proved to be an excellent 
retention tool.
    The total nursing population eligible for this incentive is 
currently 669 personnel. To date, 577 nurses have applied for incentive 
specialty pay which amounts to approximately 74 percent of the eligible 
population. Out of this population, the majority opted for the 4-year 
RN ISP.
    Nurse anesthetists can also receive special pay in the amount of 
$40,000. Of the 170 nurse anesthetists that were eligible for this 
specialty pay, there were 161 on active duty that took advantage of 
this incentive. Nevertheless, I remain very concerned about our 
certified registered nurse anesthetists (CRNAs). Our inventory is 
currently at 66 percent--down from 70.8 percent at the end of the last 
fiscal year. The U.S. Army's Graduate Program in Anesthesia Nursing has 
been rated as the second best in the Nation; however, we have not 
filled all of our available training seats for the past several years. 
Additionally, many of these outstanding officers opt for retirement at 
the 20-year point. The restructuring of the incentive special pay 
program for CRNAs in 2005, as well as the 180-day deployment rotation 
policy have helped slow departures in the mid-career range. This coming 
June, we start one of the largest classes in the history of the 
program. However, there is still much work to be done to ensure there 
are sufficient CRNAs to meet mission requirements in the future. We 
continue to work closely with The Surgeon General's staff to closely 
evaluate and adjust rates and policies where needed to retain our 
CRNAs.
    The Army is also concerned with retention of company grade 
officers, and recently announced the implementation of a Critical 
Skills Retention Bonus (CSRB) for regular Army captains, including Army 
nurses. This is a temporary program to increase retention among 
officers with specific skills and experiences. Qualified officers 
received a one time payment of $20,000 for a 3-year ADSO and 288 Army 
Nurse Corps officers have taken advantage of the CSRB to date.
    For Reserve Component (RC) nurses, the issue is primarily the 
imbalance of professionally educated officers in the company grades. 
Many RC nurses do not have a BSN degree. As a result, only 50 percent 
have been educationally qualified for promotion to major over the past 
few years. This creates a concern for the future force structure of the 
senior ranks of the RC in the years to come. For this reason, we are 
grateful that the Chief, Army Reserve is focusing recruiting incentives 
on those nurses who already have a BSN degree and funding the 
Specialized Training and Assistance Program to allow both new 
accessions and existing Army Reserve nurses without a BSN to complete 
their degrees. These strategies will assist in providing well-educated 
professional nurses for the Army Reserve in the years ahead.
    As we continue to face a significant Registered Nurse shortage, it 
is essential that I address the civilian nursing workforce. We also 
face significant challenges in recruiting and retaining civilian 
nurses, particularly in critical care, perioperative, and OB/GYN 
specialties. This results in an increased reliance on expensive and 
resource exhausting contract support. We must stabilize our civilian 
workforce and reduce the reliance on contract nursing that impinges our 
ability to provide consistent quality care and develop our junior Army 
Nurses.
    The AMEDD student loan repayment program for current and new 
civilian nurse recruits has had an outstanding impact on recruiting and 
retaining civilian nurses. Over 185 civilian nurses have already 
elected to participate in the loan repayment program in exchange for a 
3-year service obligation. The program has been so successful that the 
AMEDD will continue the education loan repayment program. We must 
sustain such initiatives in the future if we are to maintain a quality 
nursing work force.
    More than ever, the Army Nurse Corps is focused on providing 
service members, retirees, and their families the absolute highest 
quality care they need and deserve. We continue adapting to the new 
realities of this protracted war, but remain firm on providing the 
leadership and scholarship required to advance the practice of 
professional nursing. We will maintain our focus on sustaining 
readiness, clinical competency, and sound educational preparation with 
the same commitment to serve those Service members who defend our 
Nation that we have demonstrated for the past 107 years. I appreciate 
this opportunity to highlight our accomplishments and discuss the 
issues we face. Thank you for your support of the Army Nurse Corps.

    Senator Inouye. May I now call upon Rear Admiral Christine 
M. Bruzek-Kohler.
STATEMENT OF REAR ADMIRAL CHRISTINE M. BRUZEK-KOHLER, 
            DIRECTOR, UNITED STATES NAVY NURSE CORPS
    Admiral Bruzek-Kohler. Thank you, good morning, Chairman 
Inouye, Ranking Member Stevens, Senator Mikulski, and 
distinguished members of the subcommittee.
    As the 21st Director of the Navy Nurse Corps, I am honored 
to offer testimony in this, the centennial anniversary of the 
Navy Nurse Corps. My written statement has been submitted for 
the record, and I'd just like to highlight a few key issues.
    Senator Inouye. Without objection.
    Admiral Bruzek-Kohler. In the past, the stigma of seeking 
medical attention for mental health issues hindered 
servicemembers from getting the full complement of care that 
they needed. The treatment of post-traumatic stress and 
traumatic brain injury are at the forefront of our caring 
initiatives. We have added a psychiatric mental health clinical 
nurse specialist to the Comprehensive Combat and Complex 
Casualty Care Program, and anticipate assignment of psychiatric 
mental health nurse practitioners with the marines in the 
operational stress control and readiness teams. These assets 
will expedite delivery of mental health services to our 
warriors.
    Today's Navy nurses, especially those who have served for 
less than 7 years, know firsthand of the injuries and illnesses 
borne from war. This is the only world of Navy nursing they 
have known. This ``normal'' world of caring is oftentimes a 
heavy cross to bear. Our Care of the Caregiver Program assists 
staff with challenging patient care situations by offering 
attentive listeners in the form of psychiatric mental health 
nurses who make rounds of the nursing personnel to assess for 
indications of increased stress. Another caring initiative, 
Operation Welcome Home, founded by a Navy nurse, and widely 
recognized at the Expeditionary Combat Readiness Center, has 
ensured that over 5,000 soldiers, sailors, airmen and marines 
return from operational deployments, and receive a ``Hero's 
Welcome Home''.
    For a second consecutive year, I am proud to share with you 
that the Navy Nurse Corps has met its active duty direct 
accession goal. Our nurses' diligent work and engagement in 
local recruiting initiatives have contributed to these positive 
results.
    But while I boast of this accomplishment, I fully realize 
that my losses continue to exceed my gains. These losses, and 
the continued challenge we face in meeting our Reserve 
component recruiting goals, mean fewer Navy nurses to meet an 
ever-growing healthcare requirement.
    The Registered Nurse Incentive Special Pay Program is a new 
retention initiative designed to incentivize military nurses to 
remain at the bedside providing direct patient care. Wartime 
relevant undermanned specialties with inventories of less than 
90 percent are eligible for this specialty pay.
    Additionally, we have deployed innovative approaches to 
retain nurses. For the first time since 1975, Navy nurses 
within their initial tour of duty may apply for a master's 
degree in nursing via the Duty Under Instruction Program. The 
Government Service Accelerated Promotion Program has also been 
successful in retaining our Federal civilian registered nurses 
and reducing RN vacancy rates.
    We are proud of the partnerships we have established in 
enhancing the education of our nurses. At the Uniformed 
Services University, our Nurse Corps Anesthesia Program, ranked 
third in the Nation among 108 accredited programs by the U.S. 
News & World Report, will merge with the Graduate School of 
Nursing to form one Federal program. We have also contributed 
faculty to the university's newly developed psychiatric mental 
health nurse practitioner track.
    Tri-service nursing research is critically important to the 
mission of the Navy Nurse Corps, and I am committed to its 
sustainment. Our nurses are engaged in research endeavors that 
promote health, improve readiness and return our warriors to 
wellness.
    Aligned with the Chief of Naval Operations maritime 
strategy, Navy nurses supported global humanitarian missions 
aboard USNS Mercy and Comfort, and will be critical crewmembers 
in future operations. The versatile role of advanced practice 
nurses, especially family and pediatric nurse practitioners, 
make them particularly well-suited for these missions. Other 
specialties such as obstetrics and pediatrics deployed 
infrequently in the past are now critical to the support of 
missions focused on the care of women and children. Navy nurses 
serve in operational roles in worldwide medical facilities in 
Africa, Europe, Southwest and Southeast Asia, the Middle East, 
and also aboard various naval ships. Among our ``firsts'' in 
operational billets, a Navy nurse is now assigned to Fleet 
Forces Command in Norfolk, Virginia.
    One of my family nurse practitioners served for 1 year as 
the medical officer of a provincial reconstruction team in 
Afghanistan where he provided care to civilians, Afghan 
military and police, as well as coalition forces. In this role 
he participated in over 100 ground assault convoys facing both 
direct and indirect fire. This depicts only one example of the 
challenging environments in which Navy nurses deliver care 
daily.
    In the past year, I have had the opportunity to see my 
nurses at work in military treatment facilities ashore and 
afloat. They are indeed a different type of nurse than those I 
have seen in the past. They are seasoned by war, confident, 
proficient and innovative and fully recognize why it is they 
wear this uniform. It is said that the eyes are the mirror to 
the soul, and the eyes of my nurses yield more than words can 
ever impart. They truly love what they do, and they want to be 
no place other than where they are, caring for America's 
heroes.

                           PREPARED STATEMENT

    I appreciate the opportunity to share some of the 
accomplishments of my nurses, and I look forward to continuing 
our work together as I carry on as Director of the Navy Nurse 
Corps.
    Thank you.
    Senator Inouye. I thank you very much, Admiral.
    [The statement follows:]
     Prepared Statement of Rear Admiral Christine M. Bruzek-Kohler
                            opening remarks
    Chairman Inouye, Ranking Member Stevens and distinguished members 
of the subcommittee, I am Rear Admiral (upper half) Christine Bruzek-
Kohler, the 21st Director of the Navy Nurse Corps and privileged to 
serve as the first Director at this rank. I am particularly honored to 
offer this years' testimony in this, the centennial anniversary of the 
Navy Nurse Corps. It has indeed been a century hallmarked by courageous 
service in a time-honored profession, rich in tradition and unsurpassed 
in its commitment to caring.
    Today I will highlight the awe-inspiring accomplishments of a Navy 
Nurse Corps that is 4,000 nurses strong. Just like our nursing 
ancestors, today's Active and Reserve Component nurses continue to 
answer the call of duty whether it be at the bedside of a patient in a 
Stateside military treatment facility, aboard an aircraft carrier 
transiting the Pacific, in a joint-humanitarian mission on one of our 
hospital ships, in an Intensive Care Unit (ICU) at Landsthul Regional 
Medical Center, or in the throes of conflict in Iraq. Navy nurses stand 
shoulder to shoulder, supporting one another in selfless service to 
this great Nation.
    We are a Nation in a continuing war and the true mission of the 
Navy Nurse Corps both today, and in 1908 when we were first established 
by Congress, has remained unchanged: caring for our warriors as they go 
into harm's way. Nurses play an invaluable role in Navy medicine. We 
are relied upon for our clinical expertise and are recognized for our 
impressive ability to collaborate with a host of other healthcare 
disciplines in caring for our warriors, their families and the retired 
community.
    In the past year, nurses at the National Naval Medical Center 
(NNMC) have treated, cared for, cried with, laughed and at times 
mourned for, over 500 casualties from Operation Iraqi Freedom and 
Operation Enduring Freedom. The professionalism and humanity of this 
profoundly talented and dedicated nursing team, as well as all my 
nurses throughout Navy medicine, have made all the difference in the 
world to the wounded warriors and their families.
                              warrior care
    The Comprehensive Combat and Complex Casualty Care (C5) Program at 
the Naval Medical Center San Diego (NMCSD) was developed in 2006 to 
provide the highest quality of care for wounded warriors and their 
families. It now includes the addition of a psychiatric clinical nurse 
specialist and a Family/Emergency Room Nurse Practitioner. The nurse 
practitioner serves as the C5 medical holding company's primary care 
manager. The psychiatric clinical nurse specialist works in 
collaboration with one of the command chaplains. Together, they 
facilitate bi-weekly support groups for Operation Iraqi Freedom/
Operation Enduring Freedom vets who are undergoing medical treatment at 
NMCSD. The focus of these groups is to facilitate discussions related 
to challenges and experiences servicemembers face and future outlooks 
for them.
    The Balboa Warrior Athletic Program (BWAP) encompasses mastery of 
previous skills patients engaged in prior to sustaining a life-altering 
injury. Cooking classes, swimming, water and snow skiing outings, yoga 
clinics, strength, and conditioning training, have culminated in an 
unintended, yet positive consequence as these warriors begin to 
willingly disclose Post Traumatic Stress Disorder (PTSD) issues, 
medical challenges, and the effects of war on their current lifestyle.
    Project Odyssey was initiated in November 2007 by the Wounded 
Warrior Project at NMCSD. This 3-day program focuses on self-
development, knowledge and challenges recently returning warriors face 
from their PTSD using sports and outdoor recreational opportunities. 
The goal of this program is to reestablish structure and routine, 
enforce team work and decrease isolation among returning warriors.
    At Naval Medical Center Portsmouth (NMCP), Wounded Warrior 
Berthing, also known as the ``Patriot Inn,'' was developed in August 
2007. It provides easily accessible accommodations, monitoring, and 
close proximity to necessary recovery resources for active duty 
ambulatory patients in varying stages of their health continuum within 
NMCP. The Patriot Inn staffing now include a case manager, recreation 
therapist, and clinical psychologist. A future construction plan 
includes reconfiguration of an existing site on the compound to 
increase capacity.
                         nurse case management
    Case managers are members of multi-disciplinary teams and integral 
in the coordination of care for our servicemembers as they transition 
from military treatment facility to a VA facility closer to home, or 
another civilian or military treatment facility. Our case managers work 
in conjunction with the staff of the Wounded Warrior Programs, Navy 
Safe Harbor, and United States Marine Corps (USMC) Wounded Warrior 
Regiments. They have been assigned to the Traumatic Brain Injury (TBI) 
and PTSD patient populations specifically to ensure continuity of care 
and point of contact for ongoing coordination of services and support 
for C5 patients at NMCSD.
    Efficacy of case managers' efforts may be best reflected in the 
following examples from some of our commands. A staff nurse assigned to 
the Camp Geiger Branch Medical Clinic serves as a case manager for the 
injured marines in the Medical Rehabilitation Platoon (MRP) at the 
School of Infantry-East. The number of marines in this platoon was 
maintained at 70-80 members over the past year with half of them 
returning to duty or training within 30 days. The nurse was able to 
expedite primary and specialty care appointments, ensure clear lines of 
communication with the Marine Corps leadership through weekly meetings 
and met with all the MRP marines on a regular basis to review and 
update their plan of care. Utilization of a case manager for the MRP 
improved compliance with the required care regimen and decreased the 
overall length of stay for marines in MRP.
    Nurses in other military treatment facilities have also become 
active in case management. At Naval Healthcare New England, the nurses 
work in conjunction with Army points of contact to coordinate care for 
soldiers' recovery at home. Two case managers at Naval Health Clinic 
Corpus Christi co-manage cases with Brook Army Medical Center for the 
Wounded Warrior Program, coordinating care for Fort Worth enrolled 
Soldier/Warriors in the Transition Program. Nurses assigned to Naval 
Hospital (NH) Great Lakes work collaboratively with the North Chicago 
VA Medical Center in tracking their wounded warrior population. Nurse 
case managers in the Pacific Rim (Hawaii) are following 120 patients to 
ensure they receive continuity of care throughout the Military 
Healthcare System.
                 psychiatric and mental health nursing
    Mental health care is a national concern, and we, in the Navy and 
Navy Nurse Corps, recognize our tremendous responsibility and 
accountability to ensure our patients receive the best possible mental 
health care. With this responsibility comes the realization that we 
have an ever increasing need for psychiatric mental health nurse 
practitioners and clinical nurse specialists. A pilot program of 
embedded staff with the Marines, the Operational Stress Control and 
Readiness (OSCAR) teams, is composed of Navy psychologists or 
psychiatrists, psychiatric technicians, chaplains or social workers. 
The goal of the pilot program is to establish permanently staffed teams 
that train and deploy with each regiment group. Psychiatric Mental 
Health nurse practitioners are being considered as potential providers 
for this requirement.
    The requirement to fill OSCAR teams, combined with the increased 
Marine medical requirement and the growing need for dependent care, 
pose a significant impact to an already overburdened community of 
mental health nurses. I am presently undertaking a full review of the 
manning requirements for mental health nursing to ensure that Navy 
medicine has the right number and level of expertise in concentrated 
areas of patient mental health care needs.
                          family-centered care
    Our mission involves not only the care of the active duty member, 
but also their family, their dependents, and America's veterans who 
have proudly served this country. Such care is not delivered in a 
single episodic encounter, but provided over a lifetime in a myriad of 
locations here and abroad.
    Obstetrical (OB) service continues to be one of our largest product 
lines. It can be challenging to find enough experienced labor and 
delivery nursing staff during peak periods. In some of our regions, 
this has required an increase in resource sharing agreements to 
supplement our military staff. As needed, our regional medical 
commanders utilize active duty nurses from low volume labor and 
delivery units to provide temporary additional duty at treatment 
facilities that are experiencing peak numbers of births.
    In some of our pediatric departments, nurses manage the well-baby 
clinics and see mothers and babies within days after discharge to 
provide post-partum depression screening and education. Babies receive 
a physical exam, weight and bilirubin check. Thus the couplet is 
assessed independently, and as a unit, further reinforcing the Surgeon 
General's concept of family-centered care.
    Naval Hospital Bremerton (NHB) offers the Centering Pregnancy model 
of group prenatal care which brings women together to empower them to 
control their bodies, their families and their pregnancies. Facilitated 
by a nurse practitioner, Centering Pregnancy was initially a Tri-
Service funded research project conducted by NHB and the 1st Medical 
Group Langley with data collection concluding in 2007. The application 
of this model on military family readiness and military health care 
systems showed greater satisfaction and participation in care with the 
Centering Program, reduction in waiting time to see providers and 
participants had significantly less expression of guilt or shame about 
depression. Navy medicine is currently assessing ways to expand this 
program.
    Four of our nurses (military and civilian) recently had an article 
published in Critical Care Nursing Clinics of North America. It spoke 
poignantly of lessons learned in caring for wounded warriors. It 
depicted the sacrifice and dedication required in coordinating 
sophisticated and multi-disciplinary care for these patients and their 
families. This further elucidates how family-centered care makes a 
tremendous difference for the recovery of the injured by including care 
of the family and their involvement in the overall care of the wounded 
warrior.
    Lastly there is the care of the family by Navy nurses that no one 
sees: the lieutenant junior grade who travels to New York on his day 
off to attend the funeral of one of his patients and is immediately 
recognized by the family and invited to their home for dinner after the 
service; the nurse who held the hand of a blind and injured soldier, 
crying and praying with him on a night in which he is unable to wake 
himself from flashbacks and nightmares--who attributes the soldier's 
perseverance through the highs and lows of his recovery as a source of 
inspiration to her; the soldier who sustained TBI and an amputation of 
one of his legs and can recall nothing of his prolonged 
hospitalization, but his father remembers and escorts his son on a 
visit to the ward so the staff can witness his healing and hear tales 
of his snowboarding adventures in Colorado; the soldier who lost both 
of his legs and suffered multiple life threatening injuries and was in 
complete isolation until the nursing staff was able to assist him in 
safely holding his new baby daughter without worry of transferring 
infections to her. It is indeed this type of selfless and compassionate 
care that has been embraced by my nurses in the integral role they play 
in both patient and family-centered services.
                         care of the caregiver
    Today's Navy nurses, especially those who have served for less than 
7 years, know firsthand the injuries and illnesses borne from war. This 
is the only world of Navy nursing they have known. This is their 
``normal'' world of caring. And this new ``normal'' may oftentimes be a 
heavy cross to bear. At NNMC, our psychiatric mental health nurses and 
others with mental health nursing experience make rounds of the nursing 
staff and pulse for indications of increased staff stress. They then 
provide to the identified staff, education on ``Care for the 
Caregiver.'' They are available to help staff with challenging patient 
care scenarios (increased patient acuity, intense patient/family grief, 
and staff grief) and offer themselves as attentive, non-judgmental 
listeners through whom the staff may vent.
    In addition to the classes on `Compassion Fatigue' offered by 
command chaplains to our nurses and hospital corpsmen, some commands 
host provider support groups where health professionals meet and 
discuss particularly emotional or challenging patient cases in which 
they are or have been involved. Aboard the USNS Comfort, Psychiatric 
Mental Health Nurses and Technicians were located at the deckplate in 
the Medical Intensive Care Unit, Ward and Sick Call to help members 
that might not report to sick call with their complaints of stress.
    In many of the most stressful deployed locations, our senior nurses 
are acutely attuned to the psychological and physical well-being of the 
junior nurses in their charge. They ensure that staffing is sufficient 
to facilitate rotations through high stress environments. Nurses are 
encouraged to utilize available resources such as chaplains and 
psychologists for guidance and support in their deployed roles and 
responsibilities.
    Our deploying nurses have been asked to hold positions requiring 
new skill sets often in a joint or Tri-Service operational setting. As 
individual augmentees, they deploy without the familiarity of their 
Navy unit, which oftentimes may pose greater stress and create special 
challenges. Our nurses who fulfill these missions require special 
attention throughout the course and completion of these unique 
deployments. I have asked our nurses to reach out to their colleagues 
and pay special attention to their homecomings and re-entries to their 
parent commands and they have done exactly that.
    At U.S. Naval Hospital Okinawa, nurses ensure that deploying staff 
members and their families are sponsored and assisted as needed 
throughout the member's deployment. A grassroots organization, 
Operation Welcome Home, was founded by a Navy nurse in March 2006 with 
the goal that all members returning from deployment in theater receive 
a ``Hero's Welcome Home''. To date over 5,000 sailors, soldiers, airmen 
and marines have been greeted at Baltimore Washington International 
Airport (BWI) by enthusiastic crowds who indeed care for them as 
caregivers.
                             force shaping
    In January 2008, Navy Nurse Corps Active Component manning was 94.5 
percent and our Reserve Component manning was nearly the same at 94.4 
percent. Our total force is 4,043 strong. For the second consecutive 
year, I am proud to share with you that the Navy Nurse Corps has met 
its active duty direct accession goal. Yet as I boast of this 
accomplishment, I fully realize that my losses each year continue to 
exceed my gains, by approximately 20-30 nurses per year. These losses, 
and the continued challenge we face in meeting our recruiting goals in 
the Reserve Component, culminate in fewer nurses to meet an ever-
growing healthcare requirement.
                               recruiting
    So what has made the difference in our recruiting success? Our 
nurses' diligent work and engagement in local recruiting initiatives 
have yielded positive results. We are ahead of our recruiting efforts 
this year, more than where we were at this same time last year. The top 
three programs working in our favor toward this successful goal 
achievement include the increases in Nurse Accession Bonus (NAB) now at 
$20,000 for a 3-year commitment and $30,000 for a 4-year commitment; 
Health Professions Loan Repayment Program (HPLRP) amounts up to $38,300 
for a 2-year consecutive obligated service; and the Nurse Candidate 
Program (NCP), offered only at non-ROTC Colleges and Universities, 
which is tailored for students who need financial assistance while in 
school. NCP students receive a $10,000 sign-on bonus and $1,000 monthly 
stipend. Other contributors to our success include location of our duty 
stations and the opportunity to participate in humanitarian missions.
    We created a Recruiting and Retention cell at the Bureau of 
Medicine and Surgery (BUMED) with a representative identified from each 
professional corps. These officers act as liaisons between Navy 
Recruiting Command (CNRC), Naval Recruiting Districts (NRD), Recruiters 
and the MTFs and travel to and or provide corps/demographic specific 
personnel to attend local/national nursing conferences or collegiate 
recruiting events. In collaboration with the Office of Diversity, our 
Nurse Corps Recruitment liaison officer coordinates with military 
treatment facilities to have ethnically diverse Navy personnel attend 
national conferences and recruiting events targeting ethnic minorities.
    The Nurse Corps Recruitment liaison officer has created a speaker's 
bureau of junior and mid-grade Nurse Corps officers throughout the 
country and they are reaching out to colleges, high schools, middle and 
elementary schools. Our nurses realize that each time they talk about 
the Navy and Navy nursing they serve as an emissary for our Corps and 
the nursing profession. Unique platforms such as USNS Comfort and Mercy 
are phenomenal recruiting venues. Officers provide ship tours to area 
colleges and civilian organizations (Schools of Public Health, Medicine 
and Nursing from Johns Hopkins University, Montgomery College School of 
Nursing, Boy Scouts of America, United States Coast Guard Auxiliaries), 
hospitals, recruiting centers, and sponsor speakers' bureau 
representatives from the ships to present at local civic and health 
groups about the rewards and lessons learned of serving on a 
humanitarian mission.
    NMCP participated in Schools of Nursing Transition Assistance 
curricula for future Nurse Corps Officers by offering a 120-hour 
preceptor guided clinical externship. NMCP also developed the 
Coordination of Nursing mentorship experience which offers ``Job 
Shadowing'' of a Nurse for both enlisted staff and high school students 
who are considering the nursing profession as a career. U.S. Naval 
Hospital Yokosuka encourages seamen and corpsmen from area ships to 
``shadow'' nurses to see if a career in the Nurse Corps is for them.
    Our Reserve Component recruiting shortfalls particularly impact 
their ability to provide nursing augmentation in some of our critical 
wartime specialties. In addition to reserve accession bonuses and the 
stipend program, our reserve affairs officer has initiated telephone 
calls to Active Component nurses who are leaving active duty and shares 
information with them related to opportunities that exist in the Ready 
Reserve.
                               retention
    Naval Hospital Camp Pendleton (NHCP) has cross-trained their nurses 
for utilization during periods of austere manning secondary to 
increased op-tempo and deployments. Last year, several Outside 
Continental United States (OCONUS) military treatment facilities 
received ten Junior Nurse Corps (NC) officers who attended our new 
Perinatal Pipeline training program, designed for medical-surgical 
nurses who expect to work in Labor and Delivery or the Newborn Nursery 
at OCONUS military treatment facilities. This program has increased 
clinical quality for these commands and increased the knowledge and 
preparation of these junior NC officers. This year we will expand the 
training to geographically remote Continental United States (CONUS) 
facilities as well.
    The Officer Career Development Board developed at Naval Hospital 
Oak Harbor for officers in the grade of lieutenant and below provides 
for career progression opportunities as both an officer and nurse 
professional. The board also offers guidance and mentoring for optimal 
career development.
    The Registered Nurse Incentive Special Pay (RN-ISP) program is a 
new retention initiative begun in February 2008. This program is 
designed to encourage military nurses to continue their education, 
acquire national specialty certification, and remain at the bedside 
providing direct care to wounded sailors, marines, soldiers and airmen. 
In the Navy Nurse Corps, we selected critical wartime specialties 
manned at less than 90 percent for this incentive special pay. The 
specialties and their respective manning levels are perioperative 
nursing (86 percent), critical care nursing (62 percent), pediatric 
nurse practitioner (82 percent) and family nurse practitioner (82 
percent). Since the program has only recently been implemented, there 
is not sufficient data to determine its efficacy in retaining nurses.
    Among Navy nursing's retention tools are the Certified Registered 
Nurse Anesthesia (CRNA) Incentive Special Pay, Board Certification Pay 
for Nurse Practitioners, and the new Registered Nurse Incentive Special 
Pay. Service obligations are incurred in proportion to the amount of 
special pay received in the Certified Registered Nurse Anesthesia 
Incentive Special Pay and the Registered Nurse Incentive Special Pay. A 
recent increase in the Certified Registered Nurse Anesthesia Incentive 
Special Pay has encouraged many Navy CRNAs to stay on active duty.
    The fiscal year 2008 Nurse Corps Health Professional Loan Repayment 
Program (HPLRP) was awarded to 42 nurses with an averaged debt load of 
$27,361. The selected officers' years of commissioned service spanned 3 
to 10 years and most will incur service obligations through 2010. 
Selected nurses were in the grades of Lieutenant Junior Grade to 
Lieutenant Commander and the majority of the loans incurred were from 
their baccalaureate education.
    Military treatment facility nurses are actively involved in 
partnering with local universities to recruit NC officers, and they are 
serving as mentors with area Medical Enlisted Commissioning Program 
(MECP) students. Our facilities also serve as clinical rotation sites 
for many Schools of Nursing (SONs). NC officers serve both as affiliate 
faculty at Universities across the country and as clinical preceptors 
to students. Naval Health Clinic Cherry Point nurses act as preceptors 
to high school students in Certified Nursing Assistant programs.
    We are challenged to retain nurses due to on-going deployment 
cycles, Individual Augmentee roles, intensive patient care 
requirements, and low inventories of critical war time specialties. The 
fiscal year 2007 Nurse Corps continuation rate after 5 years, which is 
the average minimum obligation, is 67 percent. Our 5-year historical 
average is 69 percent. Thus, further consideration must be given to 
initiatives that mitigate mid-grade Nurse Corps attritions.
    In February 2007 the Accelerated Promotions Program for Civilian 
Registered Nurses was approved by the Chief, Bureau of Medicine and 
Surgery for implementation throughout Navy medicine. NHCP joined NMCSD 
in adjusting their nursing salaries for the first time in over 15 
years, increasing the Navy's ability to compete for experienced nurses 
in the local community.
    At NNMC, the Government Service (GS) accelerated promotion program 
has been tremendously successful and will be expanded. It helped reduce 
the Registered Nurse (RN) vacancy rate from 13 percent to 
